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Introduction to the portfolio
This portfolio includes academic, clinical and research work submitted for the 
Practitioner’s Doctorate in Psychotherapeutic and Counselling Psychology. Initially, I 
will briefly describe what led me to counselling psychology. This narrative is 
important as it has affected my development as a Counselling Psychologist. In 
addition, I will illustrate the contents of the portfolio, link papers within each dossier 
and demonstrate the connections between the academic, clinical, research and 
personal development facets of my training.
What drew me to Counselling Psychology?
I have always been interested in how people think and behave, mainly because I am an 
introspective and intuitive person. I first became interested in psychology when I was 
at school. My enthusiasm about psychology grew through doing psychology A’ Level 
and a psychology degree. Around that period I became interested in how people cope 
with physical illnesses and sometimes flourish through adversity. My interest in 
people and my inherent ability to listen and empathise with them made me feel that I 
would go into counselling later on in my life. However, at the time I thought that I 
would find it extremely challenging and therefore instead, I followed my interest in 
the way individuals deal with their physical illnesses by doing a Health Psychology 
Masters. Following on from this, I worked as a telephone advisor for a charity during 
which I learned valuable counselling skills. I also took up formally the practices of 
Raja and Hatha Yoga, a type of meditation and a type of Yoga, respectively. 
Meditation and Yoga helped me to stay centred and embrace the everyday reality of 
life by staying in the ‘here and now’ and acknowledging my emotions.
The previous experiences together with my natural inclination towards helping, 
supporting, listening to people and being reflective led to my decision to become a 
therapist. Counselling psychology appealed to me because of its focus on clinical 
practice that is socially diverse and politically aware. Moreover, I was interested in 
counselling psychology because it is based on the person-centred and
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phenomenological perspectives which fit well with my own philosophical stance 
(looking at and helping people holistically).
Academic Dossier
In this dossier I present three essays. The first one (which is quite distinct from the 
other two) focused on life span development and more specifically on 
conceptualisations of identity change throughout pregnancy. Additionally, it looked at 
how these ideas could be used to inform Counselling Psychology practice. This topic 
interested me at the time as two close friends of mine were pregnant and appeared to 
be going through obvious changes in their identity. I began to wonder how I would 
have worked with them therapeutically. To date I have not worked with any clients 
who have been pregnant; however, this essay gave me an important insight into an 
area that is relevant to many women.
The second essay focused on the use of Cognitive-Behavioural Therapy (CBT) for 
social phobia. I chose this topic because I saw a client with social phobia in my first 
year with whom I used the person-centred approach with some cognitive-behavioural 
concepts and skills that helped him manage his anxiety. It is important to acknowledge 
that at that time I had not had formal CBT training so the CBT skills I used with this 
client were somewhat ad hoc. Therefore, I wanted to find out more about what CBT 
for social phobia involved and how effective it was.
The third essay was about how a therapist could understand and work with difficulties 
in the therapeutic relationship in Cognitive Therapy (CT). CT has been criticised by 
psychotherapists for not putting enough emphasis on the therapeutic relationship. 
Nevertheless, the collaborative therapeutic relationship is considered the cornerstone 
of CT (Beck, Emery, & Greenberg, 1985; Beck, Rush, Shaw, & Emery, 1979) and 
newer conceptualisations of CT have also focused on the importance of the 
therapeutic relationship (Wills & Sanders, 1997). Various studies have found that a 
positive therapeutic relationship is important to the outcome of CT (Horvath, 1995). I 
chose this topic because difficulties in the therapeutic relationship in CT are common 
(Leahy, 2001) and also because I experienced many difficulties in my clinical
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practice. In this essay I illustrate some of the issues that came up with clients, my 
thinking behind the interventions and how we worked with these difficulties.
Therapeutic Practice Dossier
The therapeutic practice dossier contains a description of my placements and the client 
groups I worked with. For my first placement I chose to work for a Higher Education 
College as I was very interested in working with young clients who were in an 
important transitional time in their lives. I worked with a supervisor whose therapeutic 
orientation was person-centred and who facilitated my learning of valuable therapeutic 
skills.
In the second year, I decided to work with clients who had cancer because of my 
particular interest in how they coped and dealt with their illness. In this way I built 
upon the experience I gained from my Masters in health psychology. It was very 
challenging working with clients who were acutely distressed, especially as one of my 
family members has a chronic physical illness. Nevertheless, I felt that this placement 
enabled me to develop personally and become more confident as a person and a 
practitioner, through supervision, personal therapy and therapeutic work.
In my final year I worked in two NHS settings, a Primary Community Mental Health 
Team (PCMHT) and an Early Intervention in Psychosis team (EIIP). I chose the first 
one because I wanted to work with a wide variety of clients in order to gain broader 
clinical experience than the previous two years. After a few months of working at the 
PCMHT I also became interested in working with clients with psychosis within an 
assertive outreach team. Working with the EIIP team has involved close multi­
disciplinary work and communication with colleagues from different disciplines 
which has enriched my knowledge and experience.
Additionally, it contains my final clinical paper which demonstrates my personal and 
professional development as a counselling psychologist through the exploration of my 
personal and professional experiences.
Research Dossier
The research dossier contains a literature review, two qualitative pieces of research 
and a poster presented at the Conference of the Division of Counselling Psychology in 
May 2007. The literature review focused on whether spirituality and CBT are 
compatible. I chose this topic partly because I had a personal interest in spirituality. I 
practiced Hatha Yoga and mindfulness meditation which enriched my personal 
development. Furthermore, I was very interested in CBT. Its holistic focus appealed to 
me and I felt that spiritual issues could be integrated in some way with CBT. I was 
aware that my view was probably a controversial one as CBT is considered the most 
‘scientific’ type of therapy. I decided to carry out a literature review on the 
compatibility of spirituality with CBT to explore the literature in this area. I then 
became interested in how CBT practitioners would view the integration of CBT and 
spirituality as I felt that their views of whether CBT and spirituality were at all 
compatible would be essential. Therefore, I chose to investigate clinical and 
counselling psychologists’ perceptions and experiences of combining spirituality and 
CBT using grounded theory analysis. The results from the first qualitative study were 
very interesting. Nevertheless, I felt that clients’ experiences needed to be also heard 
in order to have a more complete picture of whether and how, spiritual issues could be 
addressed in CBT. Consequently, the second qualitative study focused on an 
exploration of spiritual/religious clients’ experiences of CBT utilising grounded 
theory analysis.
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Introduction to the Academic Dossier
This section includes three essays. The first one is on life-span development and more 
specifically on the conceptualisations of identity change during pregnancy. I was also 
interested in finding out how this material could be used to inform Counselling 
Psychology practice with clients who are pregnant. The second essay is on 
psychopathology and it focuses on the use of Cognitive-Behavioural treatment for 
social phobia. The third essay which centres on how a therapist in cognitive- 
behavioural therapy could understand and work with difficulties in the therapeutic 
relationship. Examples from my clinical practice are used to illustrate how own can 
conceptualise and work with issues in the therapeutic relationship.
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ESSAY 1
‘Critically review conceptualisations of identity change during 
pregnancy. How might this material be used to inform Counselling 
Psychology practice with clients who are pregnant?’
Pregnancy and motherhood are important transitions for a woman especially as many 
biological, psychological and social changes take place at the same time (Smith, 
1999). Identity is one psychological aspect of a woman that changes from the time she 
is pregnant and throughout parenthood. This paper will critically review three 
conceptualisations of identity change during pregnancy (Psychoanalytic, a process 
model of the pregnancy course and a tentative model identified by using multiple 
qualitative methodologies) and will discuss how these approaches may enable 
counselling psychologists to work better with pregnant women.
Psychoanalytic thinking saw pregnancy, like puberty and menopause, as a period of 
crisis during which psychological and physical changes occur (Birbring, 1959; 
Birbring, Dwyer, & Valenstein, 1961). They believed that these crises are important 
developmental stages. In pregnancy, new and increased libidinal, adjustive tasks and 
narcissistic ideas confront the individual. These lead to the appearance of unsettled 
conflicts from earlier developmental phases. Holmes (2000), who looked at childbirth 
as a developmental milestone and discussed the unconscious associations of two 
groups of women, found that one such conflict was that mothers often confront their 
own mothers. In the unconscious, pregnancy means ‘becoming my mother’ which is a 
fear and a wish (Freud, 1931). The outcome of these crises is very significant for a 
successful motherhood. Under favourable circumstances, new psychic structures are 
created and mental functioning is integrated. Under unfavourable circumstances these 
crises may create severe neurotic problems.
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Birbring et al. (1961) saw pregnancy as a ‘normal crisis’ in a woman’s psychological 
development. However, this notion of a ‘normal crisis’ seems incongruous (Rossi, 
1968). Parks (1951) noted that pregnancy is not a crisis especially as there are 
individual differences in women’s emotional reactions during this period. Support for 
this idea comes from Tisdall (1997) who comments on the fact that “Pregnancy is a 
long and special journey for a woman and her family ... Generations of women have 
traveled this same route; yet, each journey is unique” (p. 30). Thus, making 
generalisations (i.e. Birbring et al., 1961) in this complex period of women’s life does 
not fully explain the processes that occur. It has also been suggested that often the 
pathological has been stressed instead of the ‘normal’ (Scott & Niven, 1996). Scott 
and Niven (1996) noted that most women go through pregnancy without major long­
term physical or emotional problems and that the medical and psychiatric model has 
tended to dominate studies (e.g. anxiety during pregnancy and complications during 
labour). A further criticism of this psychoanalytic approach is that it does not take into 
account the social-contextual influences on pregnancy (Oakley, 1980).
Glogger-Tippelt (1983) suggested a process model of the pregnancy course based on a 
variety of research and thinking. She identified phases throughout pregnancy that are 
qualitatively different but simultaneously inter-dependent. These phases are 
Disruption (from conception to week twelve), Adaptation (weeks twelve to twenty), 
Centering (weeks twenty to thirty-two) and Anticipation/Preparation (weeks thirty- 
two to birth). Within each phase there are three levels to be considered. These are the 
biological, psychological and social. The movement through each phase is facilitated 
by changes in each level.
During the Disruption phase intense bodily signals (morning sickness, fatigue, pain in 
the abdomen) indicate the emergence of a new identity, that of being a mother. 
Cognitively the woman finds that parts of her previous identity are threatened and new 
parts of identity need to be assimilated. She may feel that she needs to be more 
mature, responsible and that her sexual and professional identities have been altered. 
There are also changes in her perception of potency. These cognitions (whichever are 
more dominant) may bring with them differing emotions (excitement, depression). At 
a social level the relationship with the partner may change. The partner’s identity may
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be changing and financial concerns could become dominant. More broadly the woman 
may have an altered social status and a new relationship with her employers. For 
employers, there are financial consequences of employing women (as employers have 
to pay for their maternity leave). Therefore, there may be a social risk of owning and 
declaring a pregnancy/maternal identity in the early stages of pregnancy as it may 
jeopardise their jobs.
The Adaptation phase begins with the reduction of negative physical experiences 
(morning sickness, vomiting and fatigue). A woman’s body at this stage adapts to 
pregnancy with the growth of the uterus, weight gain and an increase in abdomen size. 
Psychologically, women are getting used to the physical changes and the idea of being 
pregnant and becoming a mother and therefore, the unfavourable emotional reactions 
of the previous stage decrease. Socially, those close to the mother may be 
familiarising themselves with the pregnancy. In relationships that are not stable the 
pregnancy may not be accepted which may prolong or interrupt the Adaptation phase.
The Centering stage is characterised by physical signals from the growing child. The 
size of the abdomen and the body increase substantially, hormone production 
increases, the breasts grow more, the digestive process slows down and the breath 
becomes short. The movements of the child in the womb affect the woman 
psychologically as the child appears to be an independent being. This may lead to the 
acceptance of pregnancy and to feelings of delight. Sensing the child’s movements 
regularly could lead to, what is called psychoanalytically, a movement of libidinal 
energy from the woman’s interest in her own body to object representations, that is, 
the perception of the child as a separate object (Birbring et al., 1961). Socially, 
because of changes in her clothing, the woman may develop a ‘pregnancy identity’. 
This identity may evoke stereotypical thoughts of the role she now possesses which 
may diminish the social importance of all other features of her identity. This 
‘pregnancy identity’ may affect her psychologically and aid the centering process but 
it may also clash with the way she sees herself.
In the Adaptation and Preparation phase the body experiences particular stress and 
discomfort. The biological signals at this stage make the pregnant woman think about
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the future, birth and contact with the newborn child. Research indicates that as the 
birth approaches women become increasingly anxious about the birth and fear the pain 
(McDonald, 1963). In addition, women think about the interaction with their child, 
which fills them with hope and anticipation. On the social level they may begin to 
prepare and negotiate the delivery with their partner and other events with the staff at 
the hospital. They may also discuss the impending birth with their family and friends.
Glogger-Tippelt’s (1983) paper is well written and the model makes intuitive sense. It 
is comprehensive at a theoretical level as it looks at all three main levels which are 
widely accepted areas that influence a woman’s psychology during pregnancy (Smith, 
1999). Nevertheless, as this review is purely theoretical, quantitative and qualitative 
data are needed to substantiate the phase concept at each level and to detail the 
movement from one phase to the next.
Smith (1999) used qualitative methodology (interview, diaries and repertory grids) to 
look at development during the transition to motherhood and analysed the data 
utilising Interpretative Phenomenological Analysis (IPA). The study’s intention was to 
look at women’s transition to motherhood, especially the process through which 
elements of identity changed through pregnancy to parenthood. He visited four 
women at three, six and nine months during their pregnancy and five months after 
their pregnancy1. Smith’s (1999) study included women who were pregnant for the 
first time, were within the first trimester, had had no previous miscarriage or 
termination, were in long term relationships and for whom it was not an unwanted 
pregnancy.
Smith (1999) found that his participants at three months were adjusting to being 
pregnant maybe because they saw no physical change. At six months the women’s 
self-perception was changing and they were psychologically preparing for mothering 
by withdrawing from the more public world. As priorities changed, the public domain 
seemed less important or more annoying. The women were focusing away from the 
world of work although each woman’s attitudes were different. During the second part
In this paper, we shall focus on the period before birth1
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of the pregnancy the women talked a lot about significant others who were important 
support for them. Repertory grids showed a convergence of self with significant others 
(which in one case was a pregnant neighbour). The increased social Support with key 
others seemed to lead to a perception of increased psychological similarity with them. 
At nine months the women’s attention went outwards and birth seemed to be a 
worrying but at the same time an exciting event for some. One of the women, seen in 
some ways as the exception, noted most worry about the effects of stopping work as 
she felt that it took her identity away from her.
The dynamic alterations at each stage of the pregnancy can be seen as a psychological 
preparation for mothering (Smith, 1999). Support for this notion comes from Galinsky 
(1981) who developed a six-stage model (describing parental development) that sees 
pregnancy as a time for image making, throughout which parents continuously create 
images of the upcoming birth and the changes they anticipate. This is a period of 
preparation.
Smith’s (1999) paper was well thought out and the concepts were clearly defined. 
Qualitative researchers can utilise various methods for testing the validity of their 
themes (Elliott, Fischer, & Rennie, 1999). These include checking the themes with the 
participants, using several qualitative analysts, comparing two or more qualitative 
perspectives or using triangulation (different methods of data analysis used to explore 
the same data set). Smith (1999) did use the multi-method approach (interview, diaries 
and repertory grids) to test the validity of his themes. The main criticism of this study 
is that his sample was limited in number and in the type of inclusion criteria used. 
However, it is important to acknowledge that Smith does not claim that his findings 
are generalisable. The participants were British, had not had a previous miscarriage or 
termination, wanted to become pregnant and were in long-term relationships. In a 
further study the experiences of other women could be documented (e.g. women from 
ethnically diverse backgrounds, adolescent or single). Furthermore, the participants 
volunteered to take part and consequently were keen to talk about their experiences 
which may have influenced the results. Smith also mentioned that he was clearly 
present in the project. Nevertheless, the interpretations he made were rooted in each 
woman’s account.
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We shall now discuss how the conceptualisations of change in identity in pregnancy 
could enable counselling psychologists to work better with pregnant women. Raphael- 
Leff (1991) noted that psychotherapeutic work throughout pregnancy may help a 
distressed woman integrate her internal resources and representations better, thus 
preventing postnatal suffering. Timely intervention could decrease negative prenatal 
and postnatal bonding. Psychotherapy with pregnant women includes phase related 
themes, unusual therapeutic structure, transference/countertranference issues for 
individual and group work (Raphael-Leff, 1991). Three groups of women have been 
recognized in the literature as being especially at risk of distress during pregnancy due 
to physical, emotional or social factors (Raphael-Leff, 1991). These are women who 
have had an unplanned pregnancy, those who are likely to suffer emotional difficulties 
(as they may have had a previous stillbirth or neurotic disorders) and those who have 
simultaneous physical conditions (e.g. substance abuse, eating disorders and physical 
illness), unsupported women and those with socioeconomic difficulties. Early 
detection of high-risk groups by the pre-natal and the post-natal teams at the hospital 
seems essential for the alleviation of post-natal problems and the minimisation of 
current distress. Counselling psychologists could use the methods mentioned above to 
help pregnant women psychologically.
Glogger-Tippelt’s (1983) phase model of the pregnancy course can be utilised to 
inform Counselling Psychologists’ practice. By being aware of the physical, cognitive 
and social changes that occur to women throughout pregnancy counselling 
psychologists can use the most appropriate intervention according to each woman’s 
stage of pregnancy. In each phase a different approach may be appropriate, 
counselling psychologists also need to be aware of the fact that the woman’s age could 
affect the influence the pregnancy has had on her. The adolescent goes through quick 
physiological and psychological changes and at the same time has to deal with 
changes in psychological and social requirements made upon him/her by parents, 
teachers and peers (Prince & Adams, 1987). Monserrat and Barr (1980) note that one 
of the characteristics of adolescence, the development of self-identity, may conflict 
with the requirements of parenthood. Psychologically at a time when she may still be 
struggling to build her own identity she will also need to build her identity as a
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mother. Suddenly she might feel she needs to be responsible for another human being 
when she herself is still a child. Physically she will be experiencing not only changes 
that occur during puberty but also hormonal changes related to pregnancy.
Coping with stress is sometimes achievable by talking and sharing anxieties (Tisdall, 
1997). Smith’s (1999) study came up with a tentative theoretical framework regarding 
pregnant women’s identity change, which was based on women’s personal accounts. 
Counselling psychologists could take this into account in their practice. However, they 
would need to do this cautiously because of the size and specificity of Smith’s (1999) 
sample. In addition, they could use the main concepts from Humanistic Counselling 
(Rogers, 1951); empathy and unconditional positive regard and try to communicate 
this understanding to clients. Counselling psychologists can truly listen to any issues 
the pregnant clients bring (e.g. changes in body image, relationship issues and changes 
in roles) while acknowledging the fact that this is a transitional and an individual stage 
for each of them. A woman during pregnancy needs to make many psychological 
adjustments, which include the modification of her body image. Some women may 
find the change of body shape comforting while others may be distressed especially if 
the pregnancy is not wanted or expected (Tisdall, 1997). The change to body size may 
also bring on a socially accepted ‘pregnancy identity’ which may, however, conflict 
with the way she sees herself (Glogger-Tippelt, 1983). Furthermore, her partner, by 
responding to the pregnancy in a certain way, may positively or negatively influence 
her psychological adjustment. Another adjustment that needs to be made is within the 
family structure as she moves from the daughter/partner role to the role of mother.
In conclusion, this paper has critically reviewed three conceptualisations of pregnant 
women’s identity change (Psychoanalytic, a process model of the pregnancy course 
and a tentative model identified by using IP A). We saw that thinking around pregnant 
women’s psychological state and identity begun by regarding it as a ‘normal crisis’. 
Later on, thinking suggested that there are three levels (biological, psychological and 
social) that interact and affect their identity. Finally, a recent qualitative study showed 
that there are some common themes that can be identified from pregnant women’s 
accounts and used to further theoretical understanding. The ways in which these 
approaches could enable counselling psychologists to work better with pregnant
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women was discussed. These could include psychoanalytic work and more awareness 
about how the biological, psychological and social levels interact and affect pregnant 
women psychologically.
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ESSAY 2
‘Describe and evaluate the use of Cognitive-Behavioural Treatment 
for social phobia.’
Introduction
Social anxiety, a worry and avoidance of social situations is common across the 
general population (Mattick & Clarke, 1998; Turner, Beidel, Dancu, & Stanley, 1989) 
and it is estimated to be found in forty per cent of the general population (Lemma, 
1996). However, in social phobia the feelings of anxiety are so strong that the 
avoidance behaviour interferes with a person’s social and occupational life. It affects 
about two per cent of the general population. It is important to point out that some 
studies quoted in this paper refer to social anxiety disorder which is the same as social 
phobia. In this paper, the term for overwhelming feelings of anxiety will be referred to 
as social phobia.
The most commonly avoided social situations are public speaking, with a prevalence 
of seventy per cent in socially phobic people (Pollard & Henderson, 1988), eating and 
writing in public (Lemma, 1996). Epidemiological studies have found that social 
phobia is found in a greater proportion of women (Furmark, 2002) and the mean age 
of onset is generally between ten and thirteen years (Nelson et al., 2000; Otto et al., 
2001). Social phobia substantially affects the quality of life of sufferers (Heimberg & 
duster, 1995; Simon et al., 2002).
With the increasing recognition of social phobia as a disorder, there are several widely 
used treatment options (Zaider & Hemberg, 2003), which are Cognitive-Behavioural 
Therapy (CBT), behavioural therapy, pharmacotherapies and combination therapies 
(Rodebaugh & Chambless, 2004). Other treatments include interpersonal 
psychotherapy (Lipsitz, Markowitz, Cherry, & Fyer, 1999) and psychoanalysis 
(Alnaes, 2000). In this paper, the treatment of social phobia with CBT, which is the 
most widely researched group of psychosocial treatments for this disorder
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(Rodebaugh, Holaway, & Heimberg, 2004), will be described and evaluated. Initially, 
however, the criteria for the diagnosis of social phobia will be outlined.
Diagnostic criteria required for the diagnosis of social phobia
Diagnostic criteria for social phobia according to the Diagnostic and Statistical 
Manual (DSM-IV) of the American Psychiatric Association (1994), include: a) a 
significant and enduring fear of social and performance situations, during which one is 
exposed to individuals who are not familiar or to examination by others, which may 
result in embarrassment, b) being exposed to a social or performance situation most 
often incites anxiety, which may lead to an anxiety attack that is related to the 
situation, c) adolescents and adults with this disorder acknowledge that this fear is 
extreme, but children may not, d) social or performance situations are most often 
avoided or endured with dread, e) this diagnosis is given only if the fear, anxiety or 
avoidance interferes significantly with a person’s routine, occupational functioning or 
social life or if the person is very distressed by the phobia, f) for under eighteen year 
olds, symptoms need to have lasted for at least six months before social phobia is 
diagnosed, g) the fear or avoidance is not due to the physiological effects of a 
substance or a general medical condition and is not explained better by another mental 
disorder (e. g. panic disorder, separation anxiety disorder, body dysmorphic disorder, 
a pervasive developmental disorder, or schizoid personality disorder) and h) if another 
condition is present (e. g. stuttering, Parkinson’s disease, anorexia nevrosa), the fear 
or avoidance is not limited to concern about its social effect.
There is another category that is called social phobia generalised that is given if the 
fears include most social situations (e. g. making conversation, working in groups, 
speaking to people in authority, going on dates). People whose anxiety does not meet 
the definition of social phobia generalised are people who fear one or several 
performance situations but not all of them. Individuals with social phobia generalised 
may have deficits in social skills and severe social and work impairment.
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The experience for the client and those they encounter
Specific social anxiety (often called performance anxiety) comes up only in a few 
situations. This is a worry especially for people whose job requires them to perform in 
public. Generalised social phobia happens in many situations and has profound effects 
on an individual’s life. This crippling dread of some personal encounters and social 
situations interferes with individual’s work, friendships and family life (‘Beyond 
shyness’, 2003). People with this disorder may leave school early because they are 
afraid of speaking in class. They often do not get jobs because they are fearful of 
interviews and they might not like eating or writing in public because they fear others 
seeing their hands shake. They do not like meeting new people or speaking to 
strangers because they fear being inarticulate, they do not make friends easily and they 
may marry late, if at all (‘Beyond shyness’, 2003).
Individuals with social phobia often experience the physical symptoms of anxiety, 
such as a racing heart, a dry mouth, a shaky voice, sweating, nausea, blushing and 
trembling. In social phobia there is a fear that other people will be aware of the 
symptoms and that individuals suffering from it will be judged as anxious, weak, 
‘crazy’ or stupid (‘Beyond shyness’, 2003; DSM IV, 1994; Rodebaugh & Chambless, 
2004; Wells, 1997). This fear may weaken the performance causing embarrassment 
which then leads to the avoidance of the situation. Sometimes individuals endure a 
social situation although they feel intense anxiety. The anticipation of the feared 
situation may increase the anxiety which subsequently leads to a cycle of anticipatory 
anxiety followed by fearful thoughts and anxiety symptoms in the feared situations. 
Actual or perceived poor performance in the feared situations may ensue, leading to 
embarrassment and more anticipatory anxiety for the feared situation. The 
embarrassment of social phobia often affects others and makes them feel 
uncomfortable. The individual’s expectation of rejection may become a self-fulfilling 
prophecy which leads to further withdrawal.
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Implications for the therapeutic relationship
As social phobia may be related to anxiety of speaking to someone in authority or to 
generally making interpersonal contact it is logical to assume that the client may have 
difficulties relating to the therapist which might make the therapist feel Uncomfortable 
initially. Another issue that could affect the therapeutic relationship is that clients may 
withhold information for fear of embarrassing themselves. This potentially might 
mean that clients do not disclose how distressed they are and whether they are 
thinking of harming themselves. The therapist could explore with the client various 
social and performance situations (DSM IV, 1994) to find out all of the situations 
which cause anxiety. A warm and trusting atmosphere facilitated by the therapist’s 
empathie understanding could help the client talk openly about often distressing 
information and about possible suicidal ideation (Hawton, Salkovsikis, Kirk, & Clark, 
1989; Moorey, 2002).
Cognitive-Behaviour Therapy
The cognitive behavioural perspective proposes that human experience is based on the 
interaction between cognition, emotion, behaviour and physiology (Beck, Emery, & 
Greenberg, 1985; Beck, Rush, Shaw, & Emery, 1979; Hawton et al., 1989; Scott & 
Dry den, 2003). The negative cycle that is created between the previous four elements 
can be altered through cognitive and behavioural techniques (Hawton et al., 1989). 
Cognitive theory suggests that a client’s thoughts and beliefs about situations maintain 
anxious feelings. These beliefs can be changed through the identification and 
disputation of anxiety-provoking thoughts as well as testing these thoughts through 
exposure to feared situations (Rodebaugh & Chambless, 2004).
The CBT assessment is based on a couple of principles (Moorey, 2002). These include 
that therapist and client agree a formulation of the target problems and that the 
therapist educates the client about the psychological model (how their thoughts, 
behaviour and bodily sensations interact). The main principle of CBT assessment is 
that people’s behaviours are determined by immediate situations and how they 
understand them. Systematic discussion and structured behavioural assignments are
26
used to enable patients to evaluate and modify their distorted thoughts and 
dysfunctional behaviour (Hawton et ah, 1989). The behavioural techniques may 
include systematic desensitisation, relaxation and social skills.
The National Institute for Clinical Excellence (2005) guidelines for anxiety 
recommend that CBT should be available as an option for all but the mildest or most 
recent forms of anxiety. Most trials for social phobia have tested behavioural and 
cognitive-behavioural treatments (Roth & Fonagy, 2005). A number of meta-analyses 
have reviewed the efficacy of cognitive-behavioural treatments (Feske & Chambless, 
1995) and two reviewed cognitive-behavioural and pharmacological treatments 
(Fedoroff & Taylor, 2001; Mueser, Bolton, Mays, & Goff, 2001). Feske and 
Chambless (1995) compared the benefit of CBT (which includes exposure) with 
exposure alone. They found that both approaches had equal efficacy. Gould et al. 
(2001) compared CBT and pharmacological approaches and found that exposure, or 
exposure with cognitive restructuring, were most effective. Fedoroff and Taylor 
(2001) found that pharmacological treatments were more effective than psychological 
interventions. Nevertheless, very few pharmacotherapy trials had follow-up data to 
confirm longer-term outcomes (Roth & Fonagy, 2005). Meta-analytic studies are 
important as they take away reviewer bias. Nevertheless, they are still limited as they 
use statistical data.
There is evidence from qualitative reviews and individual studies that CBT is effective 
for social phobia (Zaider & Heimberg, 2003), especially in small groups (Heimberg, 
Dodge, Hope, Kennedy, & Zollo, 1990). Heimberg et al. (1990) found that cognitive- 
behavioural group therapy was more effective than an educational-supportive therapy 
group (teaching social skills and models of anxiety) at the six month follow-up. An 
individual CBT based on the cognitive model of social phobia (Clark & Wells, 1995) 
has shown to be more effective than group CBT (Stangier, Heidenreich, Peitz, 
Lauterbach, & Clark, 2003). A qualitative review (Rodebaugh et al., 2004) found that 
generally all forms of CBT are effective and that there is not much difference between 
them.
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Limitations of CBT for the treatment of social phobia include the idea that it does not 
account for pre-morbid personality traits and it does not clearly explain why an 
individual becomes phobic at a certain point in time (Alnaes, 2000). CBT does not suit 
all patients, especially those with co-morbid disorders (Alnaes, 2000). These disorders 
incorporate depression, alcoholism, avoidant personality disorder, or maladaptive 
interpersonal styles (Zaider & Heimberg, 2003). Some clients do not improve 
clinically by the end of therapy (Rodebaugh et al., 2004), which may be explained by 
a low expectancy for improvement, poor homework compliance, a subtype of social 
phobia (generalised social phobia) and avoidant personality disorder (Rodebaugh et 
al., 2004).
A further limitation of CBT for social phobia includes the fact that the frequency of 
relapse has not been researched well (Busch et al., 1991). Moreover, the empirical 
research looks only at outcome data and does not utilise process measures, which 
could to be a limitation, as CBT for social phobia is based on altering individuals’ 
thought patterns which can be identified in the content of their speech. (Biran, Simons, 
& Stiles, 2002). Finally, Rodebaugh et al. (2004) reviewed CBT trials for social 
phobia which were conducted in one centre with strict inclusion and exclusion criteria, 
well trained therapists, assessing outcomes only in the patients who completed 
treatment. These trials, nonetheless, cannot be generalised to populations treated in 
routine clinical work, where treatment is administered by therapists who are not well 
trained. In addition, the results should include all patients who took part in the 
treatment and not only those who finished the treatment, as that falsely increases 
effect sizes (Editorial, 2004).
An explication of how CBT understands the genesis, presentation and 
maintenance of the disorder.
Social phobia includes biases and distortions in thoughts and in processing 
information about social situations. It also incorporates attitudes and beliefs that have 
been found to generate and maintain social phobic emotion and behaviours (Clark & 
McManus, 2002; Clark & Wells, 1995; Rapee & Heimberg, 1997). These cognitive 
processes can be identified in socially phobic children as young at eight years
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(Spence, Donavan, & Brechman Toussaint, 1999). Spence et al. (1999) investigated 
cognitive distortion and bias in a clinical sample of social phobic children in a reading 
and social role-play task. The children showed a pattern of cognitive negativity 
towards social situations similar to that of adults. Compared to a matched sample of 
non-anxious peers, social phobic children tended to expect negative results, rated their 
performance more negatively and had more negative cognitions in tasks which were 
about social interaction.
The causal factors that may lead to the development of social phobic cognitive 
processes are not yet known. Genetic factors could affect neurological structures and 
processes that lead to a tendency to develop cognitive biases towards social situations. 
Social behaviour in early childhood (a child who gets upset by people) may influence 
others responses. If the negative social outcomes carry on, they may lead to 
anticipatory social phobia (Rapee & Spence, 2004). Furthermore, retrospective studies 
of adults who are socially phobic show that negative social experiences in childhood 
might lead to social phobia. Studies have found that individuals with social phobia 
have memories of being criticised, humiliated and bullied (Hackmann, Clark, & 
McManus, 2000; Hope, Heimberg, & Klein, 1990). These early aversive events could 
lead to the development of negative images of the self in social situations that emerge 
in later social events (Hackmann et al., 2000). However, these studies are 
retrospective, which means that there may be bias in recalling or reporting on the 
events (Rapee & Spence, 2004). Moreover, adults who are socially phobic need to be 
appraised positively by others, have a tendency to think that others are critical and see 
others in a negative way (Rapee & Heimberg, 1997). This tendency may have been 
learned from their parents (Rapee & Spence, 2004).
Evidence suggests that social phobia is maintained through a continuing cycle in 
which individuals process information in a biased way before and after a feared 
situation (Clark & McManus, 2002). An information-processing model of social 
phobia (Clark & Wells, 1995; Wells, 1997) suggests that, based on early experience, 
people with social phobia have assumptions about themselves and their social 
environment that are problematic (e. g. “I must always sound intelligent and fluent”). 
These assumptions lead individuals to see social situations as dangerous, which in turn
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provokes anxiety. The anxiety and negative appraisals are maintained through the 
following processes: a) focusing on themselves by removing their attention from the 
social situation, b) using cognitive and behavioural techniques (safety behaviours) to 
stop the dangerous situations from occurring (e. g. memorising information 
subsequently used in a conversation). These behaviours lead to the maintenance of 
negative beliefs if the catastrophic situation does not occur. In addition, these 
behaviours may lead other people to believe that the person with the phobia does not 
like them and c) individuals with social phobia tend to identify and process external 
social information that can be viewed negatively. These cognitive processes lead to 
anxiety which could negatively affect social performance. Avoiding social situations 
may lead to a decrease in psychosocial development and strengthen the belief that 
social situations will have negative effects (Banerjee & Henderson, 2001).
Critical analysis of the usefulness and problems in use of psychopathological 
classification generally in relation to social phobia
The historical information of the DSM-IV diagnoses is based on epidemiological 
surveys which can be used to test the efficacy of treatments. However, data from these 
surveys indicate a difficulty with diagnostic systems where people who were given the 
same diagnosis initially will have different outcomes (Roth & Fonagy, 2005). 
Additionally, the American Psychiatric Association has been criticised for not 
empirically evaluating whether clinicians concur about diagnoses in their work 
(Kutchins & Kirk, 1995). Moreover, psychologists state their apprehension about the 
insufficient conceptual and predictive validity of diagnostic categorisation (Pilgrim, 
2000).
It has been argued that the generalised subtype of social phobia needs to be taken out 
from the DSM-IV and instead qualitatively different types of social phobia may be 
identified (Hofmann, Heinrichs, & Moschovitch, 2004). They suggest that if there are 
such subtypes there may be co-morbidity between axis I and axis II disorders. For 
example, the anxious (ruminative) subtype may also apply to other axis I disorders 
which include rumination (in depression and generalised anxiety disorder). Individuals 
with these subtypes of social phobia may need different types of treatment and it
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would be important to find out whether and how subtypes of social phobia respond 
differently to treatment. For example, the anxious (ruminative) subtype may need 
treatment that focuses on rumination processes (e. g. mindfulness). Subtypes that are 
related to interpersonal problems (aggressive and submissive subtype) may need 
treatments that work on intimate relationships (Alden & Taylor, 2004). Furthermore, 
the content of the treatment (e. g. the client-therapist relationship) could be adapted 
according to the subtype (Alden & Taylor, 2004). Different subtypes, depending on 
their severity, may need various durations of treatment, such as the chronic or early 
onset social phobia subtype. Nevertheless, empirical evidence on whether social 
phobia is a unified construct or includes two or more qualitatively different subtypes 
is mixed and has methodological difficulties. Consequently, it has been suggested that 
there does not seem to be any strong evidence that supports qualitatively distinct 
subtypes of social phobia (Stein, Torgrud, & Walker, 2000).
Counselling psychology’s position in the debate regarding diagnostics and 
evidence based treatments.
The professional practice guidelines of the BPS division of counselling psychology 
(2005) emphasise that: "Counselling psychology draws upon and seeks to develop 
phenomenological models of practice and enquiry in addition to that of traditional 
scientific psychology. It continues to develop models of practice and research which 
marry the scientific demand for rigorous empirical enquiry with a firm value base 
grounded in the primacy of the counselling or psychotherapeutic relationship" (BPS, 
2005; p. 1). Counselling psychology places particular emphasis on the quality of the 
therapeutic relationship and on clients' phenomenology (Woolfe, 1990). The notion of 
doing something to clients is replaced by that of being with clients. Thus, the focus of 
counselling psychology is on the facilitation of well-being and personal development. 
Counselling psychologists focus on individuals’ phenomenology, while at the same 
time taking into account any diagnostic labels that clients have been given by their 
psychiatrist and the research that supports psychotherapeutic treatments.
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Conclusion
Social phobia is a disorder that has profound effects on individuals’ lives. There are 
various treatment options for it, nonetheless, CBT have generally been found to be the 
most effective. Further research could focus on therapies that have not been widely 
investigated, such as interpersonal psychotherapy and psychoanalysis. These could be 
used to compliment the well-established therapies for social phobia.
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ESSAY 3
In Cognitive Therapy, how would the therapist understand 
and work with difficulties in the therapeutic relationship? 
Illustrate with examples from clinical practice.’
Introduction
Cognitive Therapy (CT)2 suggests that human experience is based on the interaction 
between cognition, physiology, emotion and behaviour (Beck, Emery, & Greenberg,
1985). CT for anxiety and depression initially focused mainly on changing cognitions 
and behaviours (Beck, Rush, Shaw, & Emery, 1979; Beck et al. 1985). However, 
more recently emotions have been the focus, especially in the treatment of personality 
disorders (Scott & Dryden, 2003). The National Institute for Clinical Excellence 
(2005) guidelines for anxiety and depression recommend that Cognitive-Behavioural 
Therapy (CBT) should be available as an option for all but the mildest forms of 
depression and anxiety because of its strong evidence base. However, the literature 
suggests that there is not a lot of evidence noting that CBT is better than other 
psychotherapies for mental health issues and more specifically clinical depression 
(Parker & Fletcher, 2007). Furthermore, the evidence base for CBT relies on 
Randomised Control Trials (RCTs) whose results do not seem to be always reliable. 
There are questions about RCTs and their relevance to therapies (Parker & Fletcher, 
2007.). For example in the case of CBT it is difficult to ascertain what constitutes a 
suitable control condition (Parker & Fletcher, 2007).
The process of CT involves three factors: 1) a collaborative therapeutic relationship, 
2) a scientific, empirical model and 3) a parsimonious form of therapy (working first 
at the level of symptoms and then moving onto the level of cognitions) (Beck et al.,
2 CT appears now to be used as an interchangeable term with CBT and thus in this essay both terms 
will be utilised.
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1985; Wills & Sanders, 1997). Therefore, the therapeutic relationship in CT is very 
important. The collaborative relationship has been described as the cornerstone of CT 
(Beck et al, 1979; Beck et al., 1985). In CT, as in any kind of therapy, the core 
conditions of empathy, understanding, genuiness, respect, congruence and 
unconditional positive regard (Rogers, 1957) need to be there for therapeutic work to 
take place (Beck et al., 1979; Wills & Sanders, 1997). Furthermore, in CT the 
therapeutic relationship is based on the collaboration of the therapist and the client. 
They work as a ‘team’ in a common effort to achieve specific goals (Beck et al, 1979; 
Leahy, 2001).
According to Beck et al. (1979) a good therapeutic relationship is necessary but not 
sufficient for therapeutic change. Although, this view has been important to CT, 
newer conceptualisations of CT have focused more on the importance of the 
therapeutic relationship (Wills & Sanders, 1997). Various studies have found that a 
positive therapeutic relationship is very important to the outcome of CT (Horvath, 
1995; Persons, 1989; Wright & Davis, 1994). Moreover, the ways in which the 
therapeutic relationship can be utilised actively in CT have been investigated (Beck, et 
al., 1990; Safran & Segal, 1990; Young, 1994).
Difficulties in the therapeutic relationship include issues that compromise the factors 
that contribute to a good therapeutic relationship (Wills & Sanders, 1997). These 
factors are the core conditions (Rogers, 1957), keeping the boundaries, keeping a 
structure within sessions and across the therapy and working collaboratively with the 
client. Ruptures in the therapeutic alliance have been defined as any difficulty 
(ranging from a misunderstanding during a session to an issue that affects the whole 
therapy) that impairs the quality of the therapeutic alliance (Safran & Segal, 1990). 
Newman (1994) noted that difficulties in the therapeutic relationship might come 
across as ‘resistance’. This might mean that the client does not collaborate with 
therapy or is not fully engaged with the therapeutic process. More difficulties that 
could occur are helplessness or passivity and over-compliance (Persons, 1989).
Difficulties in the therapeutic relationship can be utilised as important tools to 
understand clients and the way that they relate to others and to encourage therapeutic
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change (Newman, 2002; Wills & Sanders, 1997). Within the therapeutic relationship 
the client and the therapist may behave in ways that are driven by schemas (which are 
stable beliefs that we have about ourselves, others and the world, that develop from 
early experiences; Scott & Dryden, 2003) and by factors that maintain their schemas. 
Difficulties in the therapeutic relationship frequently come about when the therapeutic 
relationship triggers an important interpersonal schema (Safran & Segal, 1990). Thus, 
the difficulties may enable the therapist to identify schemas. Working through an issue 
in the therapeutic relationship could involve conceptualising, exploring, challenging 
and modifying that interpersonal schema. These schemas can be used in therapy, 
particularly for clients who have not had the experience of resolving difficulties with 
others (Leahy, 200; Newman, 2002).
One way of conceptualising the therapeutic relationship in order to understand and 
work with difficulties, is to see it as an interaction between the client, the therapist and 
the environment (Wills & Sanders, 1997). In addition, it has been suggested that being 
able to observe and reflect on what is happening in therapy is very important in order 
to understand and work with difficulties in the therapeutic relationship. The client’s 
behaviour may force the therapist into responding in a particular way (transference). 
With reflection and supervision the therapists could identify what is being triggered in 
them and discuss what is going on with their clients (Newman, 2002; Wills & 
Sanders, 1997).
Application to practice
Below I will illustrate how I understood and tried to work with issues in the 
therapeutic relationship, with two male clients, John and Michael (pseudonyms have 
been given in order to preserve their confidentiality). I had been working with them 
from a CT perspective in a Primary Community Mental Health team in the UK.
John
John is a single, white, British man in his early thirties who had suffered from 
recurrent depression from the age of nineteen. He was referred to psychology for
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relapse prevention following his last episode of depression. Our goal was to come to 
an understanding of what happened when he felt low in mood to try to “read the 
signs” and help himself. We contracted to meet initially for six sessions.
Background
John is the youngest of two sisters. He noted that his mother tended to be over- 
supportive and over-protective, which at times was overwhelming. He felt that his 
grandmother and mother had high expectations of him and that they wanted him to 
become a doctor. His mother tended also to be very critical. Moreover, he mentioned 
that his father “did as he was told”.
John described himself as a sensitive person and a worrier, “just like my mother”. 
Historically, in all areas in his life, he felt that he should always be getting on with 
people and that he should keep them happy. He also thought that he should get on 
with things.
John told me that he had had some long-term girlfriends. Nevertheless, he noted that 
he found them demanding and needy and that he “constantly tried to please them”. He 
mentioned that he worked as a gardener, which he enjoyed; nevertheless, he found his 
clients demanding and tried to please them by taking on too much work.
The process o f  therapy, understanding and working with our difficulties
It appeared that John’s reluctance to engage fully with and to carry on with therapy 
could have had the function of protecting him from his overwhelming feelings of 
sadness and anxiety. John and I felt that he had learned to cope with issues by 
ruminating and worrying about them, like his mother. Moreover, he possibly learned 
to cope with others’ demands by complying with them, like his father did. Two of his 
core beliefs were that he was a failure and that others were better than him. A trigger 
for his depression was pressure from others and himself. Issues that maintained his 
difficulties were the pressure he put on himself, rumination and drinking.
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For the first three sessions we talked about his episodes of depression and I informed 
him about the CBT model, including the importance of homework. At the end of our 
first session I gave him a thought diary to monitor any situations that led him to feel 
lower in mood. At our next session he explained that he had felt well so he did not fill 
in the thought diary. He seemed to be happy with the way our sessions had been 
progressing. In retrospect, I wonder whether he was over-compliant in an effort to 
please me. Another explanation could have been that he was avoidant.
At the beginning of our fourth session he was tearful and appeared helpless. He told 
me that he was finding it hard talking about the past in therapy. He also felt that he 
was not doing enough and underachieving. We explored what it was like for him to 
want to please everyone. His helplessness may have triggered my schema of failure 
and my assumption of needing to help people in order to compensate for my ‘failings’. 
Consequently, I made several suggestions such as doing some breathing exercises in 
the session or going over an information leaflet on depression. Nonetheless, he said 
that everything was too much. It might have been that I offered him more than he 
could cope with. I acknowledged the fact that he was finding therapy hard and we 
agreed that he would think about whether he wanted to carry on with it. In hindsight, I 
realised that I might have been coming across like his mother, pushing him to do 
things.
John cancelled our fifth session because he had to go to a work related meeting. I felt 
at the time that it was a plausible explanation. However, it may have been 
demonstrating his reluctance to stay with the therapeutic process.
Our sixth session felt productive. He told me that had reduced his anti-depressant 
quicker than the recommended dose. He also noted that his mother felt negatively 
towards medication and therefore he had come off it too quickly. We reviewed our 
sessions and decided to contract for another six sessions. He appeared keen to carry on 
and noted that he was happy to fill in a thought diary. His attitude surprised me, as he 
had been ambivalent about carrying on with therapy in our previous sessions. I had 
thought that the ‘here and now’ work we had done in the previous session may have 
helped him feel understood.
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On our seventh session he told me that he thought that therapy was making him feel 
worse. I felt rejected but I empathised with his difficulties to show that I understood 
him. Through supervision I had been able to reflect on and understand what may have 
occurred in our previous session. The literature underlines the importance of therapists 
discussing their difficulties with their clients in supervision (Newman, 2002; Wills & 
Sanders, 1997). He mentioned that his mother was pressuring him to come to therapy. 
I acknowledged that he tried to please people and that it must have been hard for him 
to be open with me. Additionally, he mentioned that the fact that this therapy and two 
previous ones had not helped him, it had made him feel like a failure. I validated his 
difficulties; however, I also tried to show him how his difficulties may have been 
maintained by avoiding and withdrawing from therapy, his work and his friends. In 
the end he decided to finish therapy.
In order to understand his reluctance to fully engage with the therapeutic process it is 
important to take into account his current life circumstances. This has been noted in 
the literature (Newman, 1994; Wright & Davis, 1994). John had told me that his 
workload had increased and he felt that he did not have enough time for therapy. 
Furthermore, he noted that his mother was pressuring him to carry on with therapy. 
These two demands appeared to have increased his anxiety.
Michael
Michael is a single, white, British, Christian man in his mid-forties who had been 
suffering from anxiety and panic attacks for the past two years. He was referred to 
psychology for help with anxiety and panic attacks. We contracted to meet for six 
sessions to work on his presenting issue.
Background
Michael is the eldest of two siblings (a sister who is two years younger and a brother 
who is five years younger than him). He described himself as an anxious, very shy and 
timid child. He also told me that he was bullied at school verbally and physically and
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that he found it hard to stick up for himself. He noted that in his teens he was a loaner; 
however, he tried to get on with everyone as he did not like conflicts. He described his 
father as a critical and difficult man. He saw his mother as loving and thoughtful.
Michael had never had a girlfriend. He felt very anxious when he was with women, as 
he reported that it was unfamiliar territory and he felt “like a failure as a man”.
The process o f  therapy, understanding and working with our difficulties
I felt that some of his schemas that have been triggered in our relationship were that 
he is unlovable, vulnerable, unable to cope and he is dependent. The way that he 
presented himself in therapy seemed to be driven by these schemas. Consequently, I 
found myself being very careful with my therapeutic interventions.
In sessions Michael came across as passive and over-compliant. He did not take 
initiatives and tended to agree with my suggestions. He mentioned that he liked to 
please others and he was afraid of being rejected. This appeared to be understandable 
if we take into account that his father was very critical while Michael was growing up. 
Moreover, his experience of being bullied at school could have contributed to his fear 
of rejection. I felt that the function of his resistance to engage fully with therapy was 
possibly to protect himself from his anxiety and being rejected. His passivity might 
also have had the function of ‘protecting’ me from his ‘feared’ emotions and 
protecting himself from rejection.
The fact that he was passive in sessions resulted in me possibly being too directive. In 
one of our early sessions I suggested an item for the agenda but before I had the 
chance to ask him what he thought of it he said angrily “do whatever you want to do”. 
This made me feel defensive as that was not my intention. I carried on with the agenda 
item I had suggested. We were not coming up with many new ideas and therefore it 
became clear that at that stage we had not been working collaboratively.
It felt as though he was very reluctant to be more independent with me. He had 
expressed a wish to be more independent in his life and possibly by starting to be
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more independent in therapy and between sessions would have given him some 
confidence to be more independent in other areas of his life. The context in which 
John had been having therapy may have fostered a sense of dependence as he attended 
the day service in a medical context and received independent input from two other 
professionals.
Up to now we had had nine sessions during which we worked on several anxiety 
provoking situations, namely talking to women. However, there did not seem to be 
any movement or change. I had been feeling frustrated with him, which may have 
been how he was feeling. I sometimes felt that my interventions were dismissed. We 
came up with a preliminary conceptualisation of his issues after the first few sessions. 
Subsequently, when we had been exploring some of his negative automatic thoughts I 
asked him whether some of those beliefs were true in other situations. I wondered 
whether they were some of his core beliefs; he always ‘rejected’ them.
His reluctance to engage fully with therapy appeared to also be expressed by the fact 
that he had never filled out a thought diary or completed the set exercises. It might 
have been that I did not explain the rationale for the exercises well enough. At the end 
of our sixth session we came up with a homework assignment for him to do when he 
went out. Although he agreed to it he did not mention it at all in the following session. 
I did not ask him about it either, which may have fostered the idea that homework was 
not important. The literature suggests that not referring back to homework could be 
one of the issues which leads to clients not carrying out their homework assignments 
(Leahy, 2001).
On the sixth session we evaluated our sessions and Michael noted that it was helpful 
to talk. Nonetheless, he added that at times we had become a bit lost. I acknowledged 
that that may have been the case and we agreed to have another six sessions focusing 
specifically on anxiety provoking situations. However, it may have been more helpful 
to Michael if we had explored his feelings and thoughts about our therapy further.
In the ninth sessions I brought up the subject of the thought diary and asked him 
whether there was anything that was stopping him from filling it in. He replied that he
44
did not know. I specifically checked out whether he had understood what he had had 
to do. He did not reply.
In order to work more collaboratively with him I felt that we needed to look directly at 
the issues that came up between us. One of those was the fact that therapy did not 
seem to be progressing. I could have tried to elicit his thoughts about it and possibly 
link them to some of his core beliefs. I could also have educated him about the 
collaborative nature of CT which was a suggestion that has been made in the literature 
(Newman, 2002). Moreover, I could have explicitly brought up the fact that he needed 
to take more initiative in sessions.
Conclusion
Difficulties in the therapeutic relationship come about when some of its basics are 
compromised. These difficulties can be conceptualised as an interaction between the 
client, the therapist and the environment. It is very important to understand ruptures in 
the therapeutic relationship within the clinical formulation by looking at what core 
beliefs may be triggered. Self-reflection and supervision are important tools that can 
help the therapist to understand and stand back from the interaction with the client in 
order to act in a way that promotes a collaborative relationship and therapeutic 
change.
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Introduction to the Therapeutic Practice Dossier
The therapeutic practice dossier includes a description of my placements and the client 
groups I worked with. Additionally, it contains my final clinical paper which 
demonstrates my personal and professional development as a Counselling 
Psychologist through the discussion of my clinical, research, supervision and personal 
therapy experiences.
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Clinical Placements
I worked in one non NHS and three NHS placements over the past three years. The 
final clinical paper illustrates some of my learning from the placements and the log 
book describes other placement activities (e. g. attending meetings, carrying out 
Mindfulness workshops and doing a presentation) that contributed to my personal and 
professional development as a Counselling Psychologist. Moreover, my progress was 
monitored through process reports, client studies and process reports embedded in 
client studies. Below I will describe the placements and the range of clients I saw.
First year
I worked in the student counselling service of a Higher Education College. It was 
located within the student services department, which provided numerous services to 
the students including accommodation, careers, international student support, 
financial, welfare advice and disability and dyslexia support. Referral to the 
counselling service could be made either by the student through the drop-in service 
that run three times a week, or via telephone or e-mail or by a tutor, a friend or a 
family member. A trained counsellor initially assessed the student and if this service 
was the appropriate one the student was allocated to one of the three part-time 
counsellors or the part-time trainees in the service. The student counselling service 
offered, to begin with, short-term contracts but it was made clear to students that more 
open-ended work with them could be arranged especially with the trainees. The 
students who attended the service were mainly between the ages of sixteen and 
twenty-five.
The clients I saw here were between the ages of eighteen and twenty-three. Their 
presenting issues ranged from personal relationships and family issues to stress, 
anxiety and time management.
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Second year
Patients3 were seen for psychological therapy in the Psychological Medicine 
Department of a National Health Service (NHS Hospital Trust which carries out 
specialist work in the diagnosis and treatment of cancer). The clinical work of this 
department included psychological and psychiatric assessment and psychological 
treatment of patients who were at any stage of their cancer diagnosis (newly 
diagnosed, having chemotherapy or radiotherapy, surgery, post-treatment, terminally 
ill) and if needed their partners/spouses and close relatives. The multi-disciplinary 
team in the hospital included: occupational therapists, physiotherapists, nurses, 
consultants, dieticians, speech therapists and the Chaplain. Patients were mainly 
referred to our department through ward staff (who are mainly nurses), General 
Practitioners (GPs) and Consultants. The psychological medicine department offered, 
to begin with, short-term contracts; however, it is made clear to patients that more 
open-ended work with them can be arranged, if they find it useful, especially with the 
trainee counsellor or psychologist.
I worked with patients who had a cancer diagnosis at different stages (newly 
diagnosed, going through chemotherapy, radiotherapy, surgery, just got the all clear 
and terminal) and related issues (personal & family relationships, stress, anxiety, 
depression, helplessness and issues of mortality). I also saw a relative of a patient who 
had just been diagnosed.
Third year
In my final year I worked for two teams: 1) a Primary Community Mental Health 
Team (PCMHT) for a day and a half and 2) an Early Intervention in Psychosis-Team 
(EIIP) for half a day. I worked largely using a Cognitive-Behavioural Therapy (CBT) 
perspective. In both placements I was supervised by the same Consultant Counselling 
psychologist which I found very valuable.
3 Due to the context (a NHS trust in which patients are receiving treatment for their cancer) we referred 
to all o f  the people who had cancer and who we see therapeutically as patients.
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Primary Community Mental Health Team
I worked in a PCMHT in the UK which included psychiatrists, community psychiatric 
nurses, social workers, psychologists, occupational therapists, community support 
workers and administrators. Clients were referred to our team mainly by GPs. Then 
clients were referred to psychology either by their Community Psychiatric Nurses 
(CPNs who did the initial assessments) or by their care coordinator (for clients with 
more complex needs). At the end of the assessment, if the clients and psychologist feel 
that they could benefit from psychology, they contract for six sessions. The number of 
sessions agreed can be extended depending on whether the clients are finding them 
helpful, whether they are using them adequately and on the severity of their needs. 
The maximum amount of sessions clients can be offered varies depending on the 
severity of their needs. Clients with moderate to severe needs are normally offered up 
to twelve sessions and clients with more complex needs can be offered up to eighteen 
sessions.
The clients on my caseload had moderate to severe and enduring issues which 
included depression, anxiety (health anxiety, panic attacks, generalised anxiety 
disorder, phobias and obsessive compulsive disorder), personality difficulties, chronic 
physical pain, post-traumatic stress disorder and insomnia.
Early Intervention in Psychosis Team
The EIIP team have adopted an assertive outreach model. The team consists of 
psychiatrists, psychologists, approved social workers, CPNs, community support 
workers and administrators. They work with individuals from the ages of fourteen to 
thirty-five for three years. They take on individuals who had a psychotic episode 
within three years and who have not had a brain injury. The idea is to provide them 
with as much input as they need in order to prevent or minimise further psychotic 
episodes. Clients are referred to psychology either through their psychiatrist or their 
care coordinator. An initial assessment is carried out and then a contract is set for six 
sessions. If they seem to be benefiting from it then clients can be seen for up to a year 
because of the complexity of their issues and because there are often difficulties with
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engagement. Thus, many sessions are used to build up rapport and make clients feel 
safe.
I saw two clients from this team. One had had one possible psychotic episode and one 
had had two. The first client’s presenting problem was having family problems, 
whereas the second client came for relapse prevention of psychosis (especially as she 
was quite concerned about relapse).
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FINAL CLINICAL PAPER 
‘The Journey of a counselling psychologist in training’
Introduction
In this paper I will present my journey into counselling psychology and I will illustrate 
my personal and professional development as a Counselling Psychologist through the 
discussion of my clinical work, research, supervision and personal therapy 
experiences. It is important to emphasise that my development as a Counselling 
Psychologist is an ongoing and dynamic process, just like the development of 
counselling psychology as a discipline (Bor, 2006).
I would like to begin my discussion by detailing what led me to counselling 
psychology. This narrative will provide a context that will explain my development as 
a Counselling Psychologist.
What led me to counselling psychology?
I had always been an introspective, intuitive and reflective person and I was interested 
in how people thought and behaved. I first became interested in the discipline of 
Psychology when I was sixteen. That interest grew through doing psychology A' 
Level and then a Psychology degree. During that degree I became interested in health 
psychology and especially in how people cope with physical illnesses. I became 
inspired through reading various accounts of how some people learned to live with 
their illnesses. My interest in people and inherent ability to listen and empathise with 
them had led me to feel that I would eventually go into counselling at a later point in 
my life. However, when I finished my degree and I was contemplating on which 
career to follow, I was unsure if I would be able to cope with being a therapist. Thus, I 
pursued my interest in how people cope with their physical illnesses by doing a 
Masters in health psychology.
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After my Masters I worked as a telephone advisor for a charity during which I learned 
valuable counselling skills. At that time I was experiencing some personal difficulties 
which led me to seek personal therapy. I also took up formally the practices of Raja 
and Hatha Yoga, a type of meditation and a type of Yoga, respectively. Meditation 
and Yoga allowed me to embrace the everyday reality of life and the shadow side of 
myself. I felt that during my childhood and as I was growing up I had not learned to 
deal with my emotions effectively. I felt that acknowledging and being aware of them 
on a daily basis enabled me to stay focused and centred.
The previous experiences together with my natural inclination towards helping, 
listening to people and being reflective led to my decision to become a therapist. I 
became attracted to counselling psychology as it includes a therapeutic, research and 
academic component. Additionally, counselling psychology appealed to me because 
of its focus on the person-centred and phenomenological perspectives which fit well 
with my own philosophical stance (looking at and helping people holistically).
Before I discuss my clinical experience, it is important to specify counselling 
psychology's underlying philosophy and the frameworks it focuses on (reflective 
practitioner and scientist-practitioner) in order to give an essence of how I currently 
see my professional counselling psychology identity.
Counselling Psychology
Counselling psychology is an approach that integrates psychology with therapeutic 
practice that is client centred and socially and politically aware (Van Scoyoc, 2005). 
The professional practice guidelines of the BPS division of counselling psychology 
(2005) emphasise that: "Counselling psychology draws upon and seeks to develop 
phenomenological models of practice and enquiry in addition to that of traditional 
scientific psychology. It continues to develop models of practice and research which 
marry the scientific demand for rigorous empirical enquiry with a firm value base 
grounded in the primacy of the counselling or psychotherapeutic relationship" (BPS, 
2005; p. 1). Counselling psychology places particular emphasis on the quality 
therapeutic relationship and on clients' phenomenology (Woolfe, 1990). The notion of
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doing something to clients is replaced by that of being with clients. Thus, the focus of 
counselling psychology is on the facilitation of well-being and personal development.
Counselling psychology focuses on both the scientist-practitioner and the reflective 
practitioner model of therapeutic practice (Lane & Corrie, 2006). Meara, Schmidt, 
Carrington and Davis (1988) suggested that the scientist-practitioner model is “ an 
integrated approach to knowledge that recognizes the interdependence of theory, 
research and practice”  (p. 368). More recently, there has been interest in the scientist- 
practitioner approach integrating the three roles of practitioner, consumer of research 
and producer of research (Crane & Hafen, 2002; Hayes, Barlow, & Nelson-Gray, 
1999). The reflective practitioner model refers to the importance of reflecting on 
clinical practice and to the importance of self-awareness (BPS, 2004). These practices 
are particularly important because counselling psychology focuses on practitioners’ 
knowledge of themselves and the inter-subjective experience (Lane & Corrie, 2006).
I use the scientist-practitioner and the reflective practitioner frameworks to inform my 
practice as I feel that it is necessary to use therapeutic practices and theories that have 
an evidence base. The utilisation of both the scientist practitioner and the reflective 
practitioner models has been suggested by Barkham and Barker (2003). I see both 
approaches as an integral part of my professional identity. Together with carrying out 
my own research studies, I also constantly use research and theory in order to inform 
my clinical practice. My mindfulness practice, supervision, personal therapy and 
experiential group enabled me to develop into a reflective practitioner because I 
became aware of my internal process and how that potentially affects clients.
Clinical work
Before I detail how I worked in each therapeutic model I will briefly outline the 
therapeutic perspective I utilised with clients. Each year I worked broadly from the 
therapeutic perspective I was expected to work in: humanistic, psychodynamic and 
cognitive-behavioural traditions, whose value is underlined by counselling psychology 
(Strawbridge & Woolfe, 2003). However, in the second and third years I also built on 
my previous learning. As a result, in my current therapeutic practice, although I focus
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on working from a cognitive-behavioural perspective, I utilise concepts and 
techniques from different models. Thus, I feel I base my work on the person-centred 
principles of congruence, unconditional positive regards and empathie understanding 
of clients. The work I provide clients is time-limited and directed towards particular 
goals. I utilise various cognitive-behavioural tools and techniques to help them try to 
gain insight and resolve their difficulties. I enrich my work by reflecting on the 
process between me and the client and utilising psychodynamic concepts such as 
transference and countertransference. I do this to try to establish a strong and 
collaborative working alliance. In this way, I pay particular attention to our 
therapeutic relationship which I feel is very important as there is significant body of 
evidence which suggests that the therapeutic relationship is the most important factor 
that leads to a positive outcome in all types of psychotherapy (Clarkson, 1995; 
Constantino, Amow, Blasey, & Agras, 2005; Horvath, 1994; Orlinsky & Howard,
1986). Below I will illustrate how I worked with clients in different settings and how I 
focused on our therapeutic relationship.
All identifying information about clients or third parties has been altered for 
confidentiality purposes.
Beginning my clinical journey
My first year clinical placement was at the student counselling service of a college 
with a supervisor who was a person-centred counsellor. It was interesting and 
stimulating working in an academic environment as clients were at a transitional 
period in their life, which meant that many changes were occurring in their 
environment, their careers and in themselves. Furthermore, I learned how contextual 
issues may impact on therapeutic work as at times therapeutic work was disrupted by 
the students’ academic work which proved to be frustrating.
My therapeutic orientation was person-centred. I tried to create a safe space for my 
clients by following the conditions that Rogers (1951) believed were necessary and 
sufficient for therapeutic change and for clients’ actualising tendencies to operate 
fully. Therefore, the individual will strive to become his organismic self. These 
conditions were that two people are in psychological contact, the client is incongruent,
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the therapist is congruent, the therapist experiences unconditional positive regard 
(UPR) towards the client, the therapist experiences empathie understanding of the 
client’s thoughts, values and ideas and tries to communicate this understanding to the 
client and that the communication of empathie understanding and UPR are achieved at 
least to a minimal extent. Furthermore, if the above conditions are present clients can 
understand and change parts of their self-concept that have developed through their 
experiences of conditions of worth (that is to say, doing things that will elicit the 
approval of others). The person-centred approach has tended to focus on the 
therapeutic relationship which can be facilitated through empathy, acceptance and 
congruence (Meams & Thome, 1999).
In supervision we focused on the therapeutic process which meant that the research 
element of the work was slightly neglected in my practice. At the mid-placement visit 
my supervisor and I discussed the fact that we were mainly talking about therapeutic 
process and we were not often including research into our discussions. Consequently, 
we began to include theory in supervision and I also considered theory in my work 
more systematically Than before. This experience has contributed to my current 
clinical practice as I try to ensure that it is informed by theory and research.
In order to illustrate how I worked with clients in this placement I will briefly outline 
my work with Miss Greenford who was a British lady in her early twenties; We met 
for twelve sessions. Her main difficulties were coping with her boyfriend’s suicide 
attempt, their relationship and her academic work. I was aware that I felt often quite 
irritated when I was with her because of her ambivalent engagement with therapy, her 
‘avoidance’ of painful issues and her need to mostly talk about her academic work. In 
supervision, we ‘struggled’ to understand her behaviour in therapy and with her 
boyfriend. Nevertheless, we were able to understand it in terms of her self-concept (as 
a person who took care of others) and her avoidant patterns of attachment. I found it 
useful talking openly to my supervisor about my frustration with Miss Greenford, as it 
helped me to contain those feelings, use them to help her and focus on the way she 
saw her experiences. Thus, in sessions I empathised with her, stayed in her ‘frame of 
reference’ and tried to guide her towards gaining her own insights. At present I 
continue to gain valuable knowledge by talking in supervision about my feelings and
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difficulties I have had with clients. This enables me to contain clients and be with 
them during their journey of insight and change.
An important part of person-centred therapy is being congruent which involves 
sharing with your client issues that arise in your relationship. I found that difficult as it 
involved using myself in sessions and I was aware that it was important to bring these 
issues up sensitively. I felt that I was there for the client and not for me. Moreover, I 
thought that by bringing my own feelings into the session I was possibly putting 
myself first. For example, I worked with Mr White (see the process report from Year 
1 in the Appendix) who was a British man in his early twenties. His presenting 
problem was social anxiety and low self-esteem. We met for thirty-seven sessions. I 
worked with Mr White using the person-centred approach with some cognitive- 
behavioural concepts (identifying and challenging ‘thought errors’) and skills that 
helped him manage his anxiety (i.e. deep breathing). Twenty sessions into our work, I 
felt that there was little movement in our sessions and became frustrated. In one 
session I mentioned that we seemed to be getting stuck and that there was little 
movement which he agreed with. I also noted that this is a normal process in therapy 
especially when the client has quickly made a lot of progress. This comment appeared 
to have validated how we were both feeling at that stage and strengthened our 
therapeutic alliance. Consequently, I understood that being congruent could be very 
helpful for clients. Presently, being transparent with clients is an important part of my 
practice. CBT appears to promote transparency and openness with clients (Linehan, 
1993).
During this year, I undertook personal therapy with an integrative counsellor (who 
focused mainly on the therapeutic relationship through the use of empathy) which 
helped me to develop personally and professionally. It supported me through what I 
now consider as the hardest year in my doctoral training. I learned to ‘stay with’ what 
I saw as negative emotions (e. g. anger). Up till then I had found it hard to do so. 
Furthermore, she became a therapeutic role model as I learned a lot about how to be a 
therapist through her helpful and not so helpful interventions. On the one hand, I 
found out how powerful and containing empathy could be. On the other hand, I 
learned that it is very important to explore client’s feelings and to stay with their
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frame of reference. There was an instance when she ‘assumed’ that I was angiy which 
at the time did not feel right. Consequently, in my practice I make an effort to be 
empathie and to explore clients’ feelings and thoughts through Socratic questioning.
Half way through my clinical journey
In my second year I worked in the Psychological Medicine Department of an NHS 
Hospital Trust which carries out specialist work in the diagnosis and treatment of 
cancer. Initially, I had supervision with a psychoanalytic therapist and later with a 
psychodynamic counsellor. My therapeutic orientation was broadly psychodynamic in 
that it encompassed ideas from object relations (Winnicott, 1960) and attachment 
theory (Bowlby, 1980). I also paid particular attention to the therapeutic relationship 
and I used the concepts of transference, counter-transference and projective 
identification to understand and work with my patients’ issues. With some patients I 
focused specifically on the here and now and on understanding the meaning that they 
gave to their physical symptoms (Hedayat-Diba, 2000). There is evidence that 
emotional expression (Jensen, 1991) and decreased levels of distress (Forsen, 1991), 
amongst other factors, tend to be related to improved survival time in patients who 
have cancer.
The following example illustrates briefly one of the ways in which I worked in this 
setting. Mrs Mohamed is an Asian woman in her mid-forties. She had been diagnosed 
with breast cancer six months before she came to therapy. We had five sessions 
altogether in which we explored the anger she felt about her cancer diagnosis and her 
epilepsy (which she had had for thirteen years). During her childhood and until her 
father died six years ago she had been dependent on him as he did everything for her. 
It appears that she may have learnt to depend on others for her needs to be met. 
Therefore, Mrs Mohamed may have developed an internal working model that she 
needed others in order to survive and that she was unable to cope alone. When she 
started having epileptic fits and when she was diagnosed with cancer she again 
became dependent on others which may have reinforced her internal working model 
of attachment. In our therapy sessions I provided her with a secure base in which she 
was able to express her deepest pain (of being abandoned) and anger which reportedly 
gave her relief and strength. I found that in sessions she was very demanding and quite
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forceful in her requests for me to help her feel better. However, she finished our 
sessions a week early and I wondered whether she was trying to gain back the control 
which she had lost over the past years. I found this ending difficult as it was pre­
mature and I felt that she pushed me away in order to defend herself against her 
deepest pain. Working with Mrs Mohamed taught me to pay particular attention to 
process and more specifically to the way that attachment styles manifest in the 
therapeutic relationship.
To begin with, I found working from the psychodynamic perspective extremely 
challenging. I was aware of my prejudices towards this perspective with regards to 
therapists' stance towards patients (being more authoritative than other perspectives) 
and some of the ‘jargon’ that I had read about (e. g. blank screen). With reflection, I 
became aware that these prejudices may have been influencing my work. For 
example, when I was working with one client, Miss Spencer (in her early forties; see 
the process report from Year 2 in the Appendix), I began to feel very scared when she 
started to access some of her feelings with regard to her cancer diagnosis and her 
childhood (this was her third diagnosis of cancer and she had been verbally and 
physically abused up to the age of five). Initially, I thought that I felt anxious only 
because I was not sure how to work with Miss Spencer. When my supervisor 
suggested that I may be experiencing projective identification, I resisted that idea. 
With reflection, however, I realised that I had been identifying with her feelings of 
being terrified. Miss Spencer found it very hard to own her feelings of terror which 
she split off and projected into me. This realisation helped both of us understand the 
therapeutic process and to make progress in therapy. Through my work with Miss 
Spencer I learned to be aware of the therapeutic process and my role in it. Presently, I 
try to be alert to the therapeutic process (including relationship difficulties) and to my 
feelings towards clients.
I felt that during this placement I developed a lot personally and became a more 
confident person and practitioner. This was achieved mainly through supervision, 
personal therapy and clinical practice. Although it was a very difficult process at the 
time, I now feel that it was a necessary part of my learning as it has helped me 
develop into the practitioner I am today.
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Supervision was one of the most challenging parts of the placement. In the first few 
months I felt that I was not contained in supervision, which at times led me to feel 
confused, distressed and angry. I realised that I needed containment in the form of 
theoretical and clinical direction and acknowledgement of personal issues that were 
triggered in my clinical work. It was challenging and at times overwhelming for me as 
I was working with people who were acutely or terminally ill. At that stage, I 
considered leaving the placement as I felt overwhelmed. Unfortunately at the same 
time, my first supervisor became acutely physically ill. I sought the advice of a 
professional tutor which helped me immensely. I decided to remain in the placement 
and I sought supervision from the psychodynamic counsellor in the service. I felt more 
contained with my second supervisor and I learned a lot about how to work 
psychodynamically. After a lot of reflection, I realised that I needed to start using 
more of the techniques I had learned the previous year which enabled me to feel more 
comfortable in the way I was with clients. As the year progressed I became 
increasingly interested in the theory and psychodynamic writings of Bowlby, Klein 
and Kohut. Applying psychodynamic theory in practice felt difficult as many clients 
were very ill physically and appeared to need supportive psychological therapy. 
Nevertheless, from the mid-point of my placement I began enjoying my work more 
and learning a lot from patients. During this year, I learned to be flexible in my work 
with clients and reflected on whether the therapy I was offering suited clients.
During this year, I started psychodynamic personal therapy which was very supportive 
but also at the same time confronting. I was given the space to be me and experience 
working through conflicts and difficulties in our therapeutic relationship. In current 
practice I incorporate some of the interventions she used to work with our difficulties 
(e.g. being empathie and transparent). Moreover, I felt that she acknowledged how 
some of my personal issues may have influenced me. A member of my family suffers 
from a chronic deteriorating illness which means that at times he is quite unwell 
physically and psychologically. During my therapy I started to work on the impact 
that his illness was having on me and how it may possibly affect me in the future. It 
enabled me to face some very strong and painful feelings I had been containing for the 
past four years since the diagnosis. This work also helped me to be with my ‘negative’
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feelings more than I had been before. ‘Befriending’ these feelings helps me currently 
in my therapeutic practice as I feel I can generally hold clients’ very powerful 
emotions.
The last part o f  my clinical journey
In my final year I worked for two teams: 1) a Primary Community Mental Health 
Team (PCMHT) for a day and a half and 2) an Early Intervention in Psychosis Team 
(EIIP) for half a day. I worked largely using a Cognitive-Behavioural Therapy (CBT) 
perspective. In both placements I was supervised by the same consultant counselling 
psychologist.
CBT suggests that human experience is based on the interaction between cognition, 
behaviour, emotion and physiology (Hawton, Salkovsikis, Kirk, & Clark, 1989; Scott 
& Dryden, 2003). The negative cycle that is created between the previous elements 
can be altered through cognitive and behavioural techniques (Hawton et al., 1989). In 
my practice this year I have followed this therapeutic framework and also 
incorporated the concepts of transference and countertransference to help clients 
understand their issues further. Currently, the concepts of transference and 
countertranference are becoming increasingly recognised and used by therapists 
working from a CBT perspective (Wills & Sanders, 1997). Furthermore, the 
collaborative therapeutic relationship has been described as the cornerstone of 
Cognitive Therapy4 (CT; Beck, Emery, & Greenberg, 1985; Beck, Rush, Shaw, & 
Emery, 1979). In CT the therapist and the client work together to achieve specific 
goals (Beck et al., 1979; Leahy, 2001).
I very much enjoyed working from a CBT perspective as its theoretical basis and 
clinical use made a lot of sense to me, personally and professionally. I especially liked 
the collaborative and transparent aspects of CBT. However, I encountered many 
difficulties in my clinical work as clients were complex and unpredictable. Many of 
them were resistant to homework and I quickly learned to be creative with the tasks I 
set them.
4 It could be argued that as CBT includes various therapies, such as CT.
62
Below is an example of how I worked with a client from the PCMHT following the 
CBT approach. Ms Palmer is a single Caucasian lady in her late thirties. She sought 
help from psychology because she had been experiencing symptoms of Post- 
Traumatic Stress Disorder (PTSD) following an incident in which her flat had been 
raided by the police while she was on holiday with her son (who is now four years 
old). She told me that the police had found drugs in her flat while her brother had been 
staying with her. Subsequently, her brother was charged and sentenced to ten years in 
prison. In therapy we focused on her feelings of extreme anxiety and panic about 
sleeping in her new home with her son. She had been experiencing these feelings for 
one year. She had been nearly assaulted when she was fourteen and subsequently she 
had been sexually abused by a friend of the family. In sessions she appeared anxious 
but she generally engaged well and was motivated to change.
We spent a few sessions talking about her past experiences and developing a trusting 
and collaborative therapeutic relationship which was very important especially as she 
had been sexually abused in the past. We contracted to work on her panic attacks. We 
challenged her thoughts and assumptions verbally, through thought diaries and 
behavioural experiments. Ms Palmer appeared to make slow progress in therapy, often 
forgot to bring her thought diaries and missed several sessions. This made me feel at 
times quite frustrated. We met for thirteen sessions all together but she cancelled or 
did not attend four sessions. However, she appeared to make some progress in 
therapy. I felt that Ms Palmer would have needed long-term therapy to deal with her 
panicky feelings which we saw as closely connected to the fact that she was nearly 
assaulted and sexually abused when she was younger. Nevertheless, due to the waiting 
list pressures I tried to start her on her journey of recovery. At the end of our contract I 
referred her on to another service which could help her deal with her experience of 
sexual abuse.
While I was in this placement I had an extremely distressing personal experience that 
influenced my work. I had a very close friend who took her life at the beginning of 
this year. I felt devastated by her death and it left me wondering how we can help 
people who are so distressed. She had been in the mental health system for several
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years and received support from a number of services. This personal experience 
affected me somewhat in my work with Mr Black, a client who was expressing recent 
suicidal ideation and strong intent to take his life. This made me particularly anxious 
and as a result I found it hard to stay with my client and contain his distressing 
feelings. This anxiety seemed to have also been triggered by the professional and 
ethical responsibility I felt towards assessing my client's suicidal ideation. I sought 
support from my supervisor and members of the team which alleviated my anxiety. 
This helped me to feel more contained and I was subsequently able to hold another 
client’s suicidal ideation by offering more structured interventions.
At times I felt very frustrated with the time-limited nature of the sessions allowed by 
the PCMHT. Nevertheless, I learned to estimate how long clients would need to gain 
some benefit from the available resources and to develop appropriate treatment plans. 
Furthermore, the time-limited nature of the sessions gave me valuable insight into 
caseload management and resource issues within the NHS.
Early Intervention Team in Psychosis
In my work with clients for the EIIP team I used a cognitive-behavioural perspective 
which was based on a cognitive formulation of psychosis (Chadwick, Birchwood, & 
Trower, 1996; Kingdon & Turkington, 1994). This cognitive formulation incorporates 
a stress-vulnerability framework (Strauss & Carpenter, 1981) which provides a 
developmental perspective for this formulation. Clients in this service lived with 
complex issues which included depression, decrease in motivation, anxiety, thoughts, 
behaviours and environments maintaining delusions and hallucinations. With clients I 
worked on engagement and maintenance of a collaborative therapeutic alliance, 
formulating their difficulties and relapse prevention.
One of the difficulties I encountered with my clinical work in this department was that 
some clients had been referred by others and did not want to be there. I worked with 
Mr Crawford, a single Caucasian man in his late teens, who was referred to 
psychology to work on some family issues that were thought to have contributed to his 
‘psychotic episode’. In our work together we understood his ‘psychotic episode’ as an
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‘unusual experience’. This is an example of working from his frame of reference in 
order to strengthen our relationship. He told me that his experience had a religious 
nature and he felt no trauma from it. I acknowledged that interpretation of his 
experience. It took a few sessions to establish rapport with him. One of the issues that 
enabled me to develop a working alliance with him was that I found a language that 
we could both relate to (as he was a teenager). I also focused on our collaborative 
relationship by checking with him what he wanted to work on. We struggled to find a 
goal to work towards as he seemed to have come only because he had been sent. We 
agreed to work on formulating what may have contributed to his ‘unusual experience’. 
After four assessments and two sessions he decided he wanted to stop therapy as he 
felt he had come as far as he could with it. In hindsight, I could have been explicit 
with what the therapy would involve which may have allowed him to be better 
informed before we contracted to meet for CBT.
My experience of working in the PCMHT and the EIIP team gave me valuable 
experience not only of working with clients with moderate to very complex issues but 
also working in multi-disciplinary teams within the NHS. Both were very stimulating 
environments to work in as I needed to liaise with other professionals in order to 
provide clients with the best possible help. Additionally, I felt that the members of the 
team treated me as a colleague which on the one hand was scary (as I felt more 
responsibility placed upon me), whereas on the other hand I feel that it has prepared 
me for what it might be like when I qualify.
Carrying on the journey
In the future, I envisage working as an integrative practitioner as I am a person who 
has a tendency to integrate ideas and identities. I have integrated two opposite cultural 
identities, the English and the Greek. I have also tried to integrate two seemingly 
contradictory personal identities, the spiritual and the psychological, which at times 
seem to clash. Therefore, I will probably work within an integrative perspective that 
focuses on the quality of the therapeutic relationship and which fits the clients to 
models that appear appropriate to their difficulties.
65
Research project
I chose to carry out research on spirituality and CBT because I had a personal interest 
in spirituality and also I felt it would enable me to explore and understand how to 
work with clients’ sense of spirituality and religion. Counselling psychology focuses 
very much on the phenomenology of the individual which I feel may include spiritual 
or religious beliefs. In my first year I carried out a literature review on the 
compatibility of CBT and spirituality. I found that there was no research specifically 
on the integration of spirituality and CBT. Subsequently, I carried out a qualitative 
research project that was entitled, ‘A grounded theory analysis of clinical and 
counselling psychologists’ perceptions and experiences of combining spirituality and 
CBT’. Interviewing the psychologists was very enjoyable and interesting. I adopted a 
Grounded Theory (GT) approach to collecting and analysing data (Pidgeon & 
Henwood, 1996). The GT method was designed to allow researchers to use data to 
develop new theory on research topics where existing theory was incomplete, 
inappropriate or absent (Pidgeon & Henwood, 1996). GT appeared particularly 
applicable to this study because there was no previous research or theory on this topic. 
This project also helped me in my work with clients who were spiritual/religious as I 
started to utilise ideas that the participants had suggested.
This year I carried out a second qualitative piece of research that was entitled, 'How 
do people with religious or spiritual beliefs experience cognitive-behavioural therapy?' 
I chose to carry out another qualitative study because this research aimed to extend my 
previous qualitative study with clinical and counselling psychologists (Stamogiannou, 
2006). As psychologists it is important to acknowledge that we are in a ‘powerful’ 
position. In my own therapy I found that it was important to share my spiritual beliefs 
with my psychodynamic therapist. I felt that at times she was critical of the fact that I 
meditated but my beliefs were strong enough not to be ‘swayed’ by my therapist’s 
reluctance to engage with them. However, therapists’ beliefs regarding spirituality 
could negatively affect clients. I felt it was very important to interview clients about 
their experiences of CBT in order to hear their perspectives.
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In my own practice this year I worked with individuals who were very religious and I 
came across difficulties in working with them psychologically. For example, in my 
work with Michael (see Essay 3) I found it difficult as some of his religious beliefs 
appeared to be dogmatic. I gently challenged them and he seemed to realise that some 
of those beliefs were exaggerated. I referred to the current literature in the area in 
order to help my client (e.g. Fallot, 2001; Propst, 1996; Tan, 1996). I felt that it was 
important to explore and validate his religious beliefs in order for him to feel safe and 
contained.
Final comments
In this paper I have demonstrated my personal and professional development as a 
counselling psychologist mainly through the examination of my therapeutic, 
supervisory, research and personal therapy experiences. It is important to emphasise 
that the way in which I work clinically will constantly be re-defined through 
experience. Reflecting on this doctoral training I see it as the beginning of a 
challenging, exciting, enjoyable and nurturing journey.
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Introduction  to the R esearch D ossier
The research dossier contains a literature review, two qualitative pieces of research 
and a poster presented at the Conference of the Division of Counselling Psychology in 
May 2007. The literature review focused on whether spirituality and cognitive- 
behavioural therapy (CBT) are compatible. The first qualitative study was a grounded 
theory analysis of clinical and counselling psychologists’ perceptions and experiences 
of combining spirituality and CBT. The second qualitative study was an exploration of 
spiritual/religious clients’ experiences of CBT using grounded theory. All three papers 
were written in accordance to the Notes for Contributors of the Journal ‘Psychology 
and Psychotherapy: Theory, Research and Practice’. Finally, the poster was a 
summary of my first qualitative research project.
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LITERATURE REVIEW
‘Cognitive-Behavioural Therapy and Spirituality: Are they
compatible?’
Abstract
In the past ten years the interest in spirituality and in the integration of spirituality and 
therapy has grown. However, the integration of spirituality into therapy remains 
uncommon. Literature has focused on explanations for this neglect. The aim of this 
paper is to consider the ways in which Cognitive-Behavioural Therapy (CBT) and 
Spirituality are (in)compatible. The (incompatibility of spirituality and CBT will be 
examined through the conceptualisations of CBT and a critical review of therapies that 
have integrated them. The paper concluded that spirituality and CBT could be seen as 
compatible depending on the aspect of spirituality integrated and the type CBT.
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Introduction
Recently, there has been a growing interest in spirituality and religion (Miller & 
Thoresen, 1999; Prest, Russel, & D’Souza, 1999). There has also been an interest in 
the integration of spirituality and psychological therapy (Clarkson, 2000; La Torre, 
2002; Miller, 1999; Rowan, 1993; Wei wood, 2000; West, 2000, 2004). Despite this 
interest, therapists tend to resist or avoid spirituality (La Torre, 2002; West, 2000). 
This may have been due to the fact that in the past, mental health professionals and 
ministers of religion viewed the connection between spirituality and therapy as 
unhealthy (Ellis, 1980; Fallot, 2001; Freud, 1927/1964).
Empirical evidence has shown that spiritual values and behaviours can promote 
coping with physical and psychological difficulties, healing and well-being (Koenig, 
1997; Pargament, 1997; West, 2000). The empirical studies reported in a review 
(Koenig, 1997) have been criticised on methodological grounds as many of their 
findings were correlational, designs were inappropriate, sampling was inadequate and 
they did not show that religious factors have a unique effect (Sloan & Bagiella, 2002). 
Nonetheless, there seems to be a lot of consistent evidence of the positive effects of 
religion on health (Miller & Thoresen, 2003). This has prompted mental health 
professionals to view clients’ spiritual values as a resource in psychotherapy (Barlow 
& Bergin, 2001; Bergin, 1980; Shafranske, 1996; West, 2000).
The importance of spirituality and religiousness of clients has come to the awareness 
of many disciplines (D’Souza & Rodrigo, 2004), which has led to the incorporation of 
parts of spirituality and religiousness into multidisciplinary assessment and 
interventions for clients with psychological and physical conditions (D’Souza, 2002; 
2003; Richards & Bergin, 2004). Religious beliefs have been integrated with various 
therapies including CBT (Propst, 1996), Psychoanalysis (Rizzuto, 1996), Existential- 
Humanistic Psychotherapy (Mahrer, 1996), Transpersonal Psychotherapy (Vaughan, 
Wittine, & Walsh, 1996), Psychosynthesis (Assagioli, 1965) and Family therapy 
(Abbot, Berry, & Meridith, 1990; Hoogestraat & Trammel, 2003; Sperry & Giblin, 
1996). A limitation of integrating spirituality and religion with therapy is that there is 
a possibility that religion may negatively affect health by fostering guilt and excessive
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dependence. However, more evidence is needed to prove it (Hall, Dixon, & Mauzey, 
2004)
Moreover, Mindfulness meditation has been integrated with psychotherapy, namely 
psychodynamic/psychoanalytic psychotherapy (Epstein, 1995; Kutz, Borysenko, & 
Benson, 1985; Rubin, 1996). Kutz et al. (1985) noted that a combined approach might 
help, as its psychological contents can become material for psychotherapy which 
could be achieved by improving the ability to discuss negative emotions. Regular 
meditation could extend therapy, therefore leading to its intensification. There are 
various therapies that have integrated mindfulness meditation with CBT. The main 
ones are Mindfulness-Based Cognitive Therapy (MBCT; Teasdale, Segal, & 
Williams, 1995) and Dialectical Behavioural Therapy (DBT; Linehan, 1993a; 1993b). 
More recently a type of psychological therapy has incorporated existential principles 
especially that of meaning people give to what happens to them, which is Spiritually 
Augmented Cognitive Behavioural Therapy (SACBT - D’Souza & Rodrigo, 2004). 
MBCT, DBT, SACBT and RCBT will be discussed later to investigate how they have 
managed to integrate spirituality into a type of CBT, keeping in mind that not all were 
developed as a way of integrating spirituality into CBT.
In the literature regarding spirituality and therapy there is little mentioned regarding 
CBT and spirituality. Nevertheless, there is anecdotal evidence that psychotherapists 
and psychologists do not believe that they are compatible. This may be due to the fact 
that the main premise of CBT (the alleviation of symptoms) is in some ways in 
opposition to spirituality (acceptance of suffering). Through the analysis of literature 
which embodies constructions of CBT and literature which embodies constructions of 
spirituality and by critically reviewing literature on the integration of CBT and 
spirituality, this review will consider the ways in which CBT and spirituality are 
(in)compatible.
Initially, numerous definitions of spirituality will be discussed in order to place the 
review in a spiritual context.
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Spirituality
It is important to differentiate spirituality from religion. Although spirituality 
originates from religious traditions, spirituality and religion are not the same (Avants 
& Margolin, 2004; West, 2000). Religion incorporates the beliefs and practices of a 
Church or a religious institution (King, Speck, & Thomas, 1999; Shafranske & 
Malony, 1990), whereas spirituality is seen more as one’s personal beliefs and 
practices (Spooner, 2001; West, 2001). In this review the terms spirituality and 
religion will be used as religion is a term that can be seen as encompassed within 
spirituality.
Spirituality is a concept recognised globally (D’Souza & Rodrigo, 2004). It has been 
defined in a multitude of ways, which will now be briefly examined. Some 
phenomenological therapists see spirituality just in terms of mystical experiences 
which allow people to transcend their everyday experiences and become aware of 
something broader (Cole & Pargament, 1999; Frankl, 1973; Maslow, 1970). However, 
these experiences vary and may depend on individual interpretation as to whether or 
not they were perceived as mystical experiences. Spirituality has also been seen as a 
feeling of interconnectedness with oneself, others and God (Clarkson, 2000; Miller & 
Thoresen, 1999; West, 2000).
Spirituality is also seen in terms of coping in relation to sudden and unexpected 
stressful situations (Cole & Pargament, 1999; Yahne & Miller, 1999). Moreover, 
through compassion, love, serenity, courage, hope, wisdom, creativity and a 
contribution to others human excellence can be reached (Clarkson, 2000; Elkins, 
Hedstrom, Hugues, Leaf, & Saunders, 1988; Frankl, 1973). These definitions, 
however, seem to be too general.
Moreover, there are several multidimensional definitions of spirituality. Miller & 
Thoresen (1999) suggest one that includes three characteristics of spirituality: 
practice, belief and experience (inside or outside the context of religion). These 
include a variety of constructs and variables. Practice encompasses spiritual practices 
such as prayer, meditation and contemplation. Spiritual beliefs include beliefs about
75
transcendence (e.g. soul, life after death), God and a spiritual dimension beyond 
sensory and intellectual knowledge. Spiritual experiences are seen as very important 
to understanding spirituality. They possibly include everyday encounters of the 
transcendent or sacred, or mystical experiences. However, it is hard to define which 
experiences are spiritual as some people who have had sudden and transforming life 
experiences may see them as spiritual and others may not depending on how they have 
understood them. This definition seems to include various dimensions of spirituality 
which does illustrate its complexity. Nonetheless, there are many more 
multidimensional definitions of spirituality which leaves the debate regarding the 
dimensions of spirituality open and unresolved.
Another way of understanding spirituality could be to see it as a distinctive personally 
meaningful experience (Mack, 1994; Shafranske & Gorsuch, 1984). This 
conceptualisation of spirituality in terms of personal beliefs and experience could be a 
way of incorporating it into the therapeutic encounter (West, 2000). Spirituality has 
further been defined from a humanistic-phenomenological standpoint. This definition 
is based on people’s experience of spirituality: “Spirituality which comes from the 
Latin spiritus, meaning ‘breath of life’, is a way of being and experiencing that comes 
through awareness of a transcendental dimension and that is characterized by certain 
identifiable values in regard to self, others, nature, life and whatever one considers to 
be ultimate” (Elkins et al., 1988, p. 10).
Thus, definitions of spirituality seem to encompass common themes such as God, 
meaning, purpose, value and hope (Frankl, 1984; Swinton, 2001), connectedness 
(D’Souza & Rodrigo, 2004; Kabat-Zinn, 1994) and mystical experiences (Miller & 
Thoresen, 1999). However, there does not appear to be a definition that can include all 
of what spirituality is (Swinton, 2001). Kabat-Zinn (1994) posited that spirituality has 
inaccurate and incomplete connotations and means different things to different people. 
The concept of spirituality could confine our thinking instead of expanding it. One of 
the main reasons for the lack of conceptual clarity of spirituality is that it is hard to 
define aspects of human experience that are fundamentally indefinable (Clarkson, 
2000; Swinton, 2001).
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In this review spirituality is defined as one’s personal beliefs and practices that lead to 
a transcendence from everyday reality (Spooner, 2001; West, 2001). This could 
contain mindfulness meditation and finding meaning for everyday experiences. 
Mindfulness meditation, as will be argued later, can be seen as spiritual through 
transcendence of thoughts, being in touch with one’s true self (and one’s values) and 
seeing one’s connection to others.
Cognitive-behavioural therapy
At this point it is important to define cognitive-behavioural therapy briefly in order to 
identify which aspects of it could be related to spirituality. It could be argued that as 
CBT includes various therapies some may be more compatible to therapy than others. 
CBT is considered to include Cognitive Therapy (CT) and thus both terms will be 
utilised in this paper.
CBT notes that human experience is based on the interaction between cognition, 
emotion, behaviour and physiology (Hawton, Salkovsikis, Kirk, & Clark, 1989; Scott 
& Dryden, 2003). The negative cycle that is created between the previous four 
elements can be changed through cognitive and behavioural techniques (Hawton et al., 
1989). CBT for anxiety and depression has mainly focused on changing cognitions 
and behaviours but more recently emotions have been the focus especially in the 
treatment of personality disorders (Wills & Sanders, 1997).
The CBT assessment is based on several principles (Moorey, 2002). These include 
that therapist and client agree a formulation of the target problems and that the 
therapist educates the client about the psychological model. The main principle of 
cognitive-behavioural assessment is that people’s emotions and behaviours are 
determined by immediate situations and how they understand them. Systematic 
discussion and structured behavioural assignments are used to enable patients to 
evaluate and modify their distorted thoughts and their dysfunctional behaviour 
(Hawton et al., 1989). The behavioural techniques also incorporate relaxation and 
social skills (such as assertiveness or communication skills).
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According to Beck, Emery and Greenberg (1985) the strategies and techniques of CT 
approach are focused on the following principles: 1) the cognitive model of emotional 
disorders, 2) it is brief and time limited, 3) a sound therapeutic relationship is a 
necessary condition for effective therapy, 4) it is a collaborative effort between 
therapist and patient, 5) it utilises mainly the Socratic method, 6) it is structured and 
directive, 7) it is problem-oriented, 8) it is based on an educational model, 9) its theory 
and techniques are based on the inductive method and 10) homework is a main feature 
of i t
CBT is not a single therapy. It includes four main groups: coping skills, problem­
solving, cognitive restructuring and structural cognitive therapy. The coping skills 
include an instruction and a resultant behaviour. One of the therapies from this 
approach is the Stress Inoculation Training (SIT) that focuses on the cognitive and 
behavioural aspects of coping skills and aims to prevent and reduce stress 
(Meichenbaum, 1985). The problem-solving therapies suggest clients’ difficulties 
arise from their inability to solve problems. The most widely utilised therapy in this 
category is problem-solving therapy (Nezu, Nezu, & Perri, 1989) which involves 
orientation to the problem, its precise definition, developing alternative solutions, 
choosing the best one, planning the implementation of the solution and reviewing 
progress. Cognitive restructuring includes Rational Emotive Behaviour Therapy 
(REBT; Dryden, 1990) and Cognitive Therapy (CT; Beck, Rush, Shaw, & Emery, 
1979). REBT notes that emotional disorder is based on irrational beliefs whereas CT 
suggests that maladaptive interpretations of situations lead to emotional distress. 
Structural cognitive therapy (Liotti, 1986) focuses on deep structures: core level, 
schemata (stable beliefs which incorporate organised aspects of past experience that 
form a solid body of knowledge -  formed usually during childhood or adolescence 
and are unquestionable assumptions about some aspect of self and reality; Segal, 
1988); intermediate level, verbalisable descriptions of the self, other people and the 
world; and peripheral level which are problem-solving strategies that each person 
develops. Structural cognitive therapy also explores developmental issues that may 
explain the development of the client’s difficulties. The first three therapies are 
usually short-term whereas structural cognitive therapy is longer-term.
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Constructions therapists have of Cognitive-Behavioural Therapy
At this point we shall look at some constructions that therapists have of CBT. A 
review of some main CBT literature revealed a view of CBT that may be outdated. CT 
has been described as “an active, directive, time-limited, structured approach ... based 
on an underlying theoretical rationale that an individual’s affect and behaviour are 
largely determined by the way in which he structures the world” (Beck et al., 1979; 
p.3). There may be a possibility that this description of CBT as directive, time-limited 
and structured nature has led therapists to see CBT as incompatible with spirituality.
Furthermore, clinical psychologists mainly carry out CBT and consequently this 
approach may be seen within a medical model with an emphasis on the therapist doing 
something for the clients instead of being with them (Corrie, 2002; O’Brien & 
Houston, 2003). Some spiritual approaches to therapy are based on the fact that 
therapists are being there for their clients by being present and open towards them 
(Welwood, 2000). It has been suggested that CT focuses more on cognitive and 
behavioural modifications than the interpersonal features of the therapeutic process 
(Karasu, 1986). It has also been criticised for seeing the therapeutic relationship in a 
relatively mechanistic way and overlooking a potentially influential way of assisting 
change (Safran & Segal, 1990). These criticisms, however, seem to be based on a 
rather outdated view of the therapeutic relationship in CBT.
Bor and Watts (2000) noted that during CBT training, the emphasis may be on the 
development of skills such as functional analysis, brief therapeutic work and 
assessment and there is probably less focus on personal development than there is in 
person-centred and in psychodynamic training. One of the bases for psychotherapeutic 
training and practice is the requirement for personal psychotherapy (which began from 
the Freudian tradition), which is followed by many psychotherapeutic schools, with 
the exception of CBT (Clarkson & Pokomy, 1994). It has been suggested that 
transpersonal psychotherapists need to be following their own spiritual path (Rowan, 
1993; Vaughan et al, 1996). Thus, there may be a need for CBT practitioners to 
undertake personal therapy during their training and for there to be an emphasis on 
personal and spiritual development in their training.
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Some therapists see cognitive-behavioural and psychoanalytic therapists as different 
in character. A variety of studies, based on empirical research, found a relationship 
between orientation, personality and cognitive-epistemological traits (Caine & Smail, 
1969; Hill & O’Grady, 1985; Johnson, Germer, Efran, & Overton, 1988; Keinan, 
Almagor, & Ben Porath, 1989). These studies had methodological difficulties (such as 
small sample sizes, participants’ psychotherapeutic orientation and commitment were 
not checked, standardised and reliable measures of personality and epistemology had 
not been used and the effects of gender and experience were not analysed) that were 
addressed in the following study. Arthur (2000) looked into the personality and 
cognitive-epistemological style differences between cognitive-behavioural therapists 
(Mechanists) and psychoanalytic psychotherapists (Organicists). He found that the 
Mechanists see the world objectively, appear to be conscientious, but at the same time 
they seem to be rigid, restricted and anti-intellectual. Organicists view the world 
subjectively, are more humanitarian, more competent interpersonally and 
intellectually open. The difference between these philosophical worldviews decreased 
when taking into account the experience of therapists. The above views may explain 
why some therapists may not believe that spirituality and CBT are compatible.
West (2001) noted that counselling, psychotherapy and psychology seem to oppose 
religion and spirituality. This opposition to them may have come from the foundation 
of modem therapy in the Victorian times during which there was a strong opposition 
between science and religion. Psychotherapy and psychology wanted to demonstrate 
that they were scientific so they characterised themselves as mainly secular, a 
characterisation that remains strong today (West, 2001). Thus, spirituality has been 
largely ignored in psychology (Shafranske & Gorsuch, 1984). Heelas and Kohn 
(1996) proposed that many believe that psychotherapy is based in the scientific model 
and is in opposition to religion and spirituality. Therefore, there appears to be a belief 
that there is a fundamental difference between spirituality and therapy and probably 
most importantly CBT as it considered the most scientifically-based therapy. It is 
important to acknowledge though that there other perspectives that have tried to 
reconcile science and theology.
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The National Health Service (NHS), due to financial constraints and patient demand, 
supports mainly short-term therapy (Kosviner, 1994), the effectiveness of which can 
be measured. Therefore, therapies that include spirituality and which tend to be long­
term are likely not to be favoured within the NHS. This may affect psychologists’ and 
psychotherapists’ views about integrating spirituality into CBT.
Constructions of CBT from the perspective of CBT therapists
Beck et al. (1985) suggest that the CT therapist needs to remain task-specific as an 
anxious client may avoid talking about feared issues by talking about other issues that 
could include religious, spiritual or philosophical beliefs. Beck et al. (1985) believed 
that if they were not central to a client’s concern, they prolonged therapy. If the client 
insisted on such discussion, the therapist could note how it distracted from the main 
goal of therapy. This way of working with a client could demonstrate that CT does not 
take into account people’s spiritual values which may contribute to the reasons why 
therapists do not see spirituality as compatible with CT.
It appears that CT is assumed to promote ‘doing to’ instead of ‘being with’ the client 
(Corrie, 2002). However, according to Corrie (2002) the therapeutic relationship in 
CBT is an important aspect of it and it is based on a model of collaborative 
empiricism. This means that the therapist and client work together on the client’s 
interpretations, assumptions and beliefs to enable positive change, in a process of 
shared discovery (Beck et al., 1979). Beck et al. (1985) reported that clients who have 
found therapy helpful felt that the therapeutic relationship was a big part of the 
success. Furthermore, cognitive therapists underline the significance of the 
development of a positive working alliance from the first few sessions of therapy 
(Corrie, 2002) which can be facilitated by the therapist adopting the core conditions of 
empathy, congruence and unconditional positive regard (Rogers, 1957). The 
characteristics of therapists are just as important in CBT as they are in other therapies 
(Beck et al., 1985; Corrie & Milton, 2000; Hawton et al., 1989; Moorey, 2002).
Corrie (2002) noted from her own clinical experience that working collaboratively 
with clients means that they can develop their own understanding of the meanings
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they give to life, how these beliefs may have originated and the possible effect of 
altering them. This is illustrated by the following quotation: ‘the goal ... is creative 
rather than corrective and interventions are likely to be elaborate, reflective and 
intensely personal’ (McGinn & Young, 1996; p. 184). It has also been reported that 
the cognitive therapist does not assume that the way a client sees a situation is 
distorted or incorrect; rather he/she perceives each report as a hypothesis (Moorey, 
2002).
Therefore, it seems that the therapeutic relationship and collaboration with the client 
are important aspects of CT which could plausibly be needed in order to integrate 
spirituality into CBT.
Mindfulness meditation
Mindfulness meditation is the seventh part of the Noble Eightfold Path of Buddhism. 
It is the key one, through which enlightenment is reached. Descriptions of mindfulness 
differ but three characteristics are attributed to the mindful state. These are that it is 
reflective, present-centred and non-judgemental. In traditional texts the latter attribute 
is an open acceptance of everything that the person becomes aware of (Spooner, 
2001). Mindfulness means “paying attention in a particular way: on purpose, in the 
present moment and nonjudgmentally” (Kabat-Zinn, 1994; p. 4). The key to 
mindfulness is an enjoyment of the present moment and the development of a close 
relationship with it through paying attention to it with care. That attention embodies 
compassion and acceptance of self and others (Shapiro, Schwartz, & Bonner, 1998). 
This kind of attention nurtures greater awareness, clarity and acceptance of present- 
moment reality (Kabat-Zinn, 1994).
From a Buddhist point of view, our normal state of consciousness is limited and 
limiting as it is seen as an extended dream instead of wakefulness (Kabat-Zinn, 1994). 
Mindfulness meditation enables people to come out of automaticity and 
unconsciousness in order to enable them to access their conscious and unconscious 
opportunities. It is a way of being not doing (Linehan, 1993b). Mindfulness skills can 
be developed through the use of various mindfulness techniques (Hanh, 1975; Kabat-
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Zinn, 1990, 1994; Linehan, 1993b). These include attending to internal experiences 
such as bodily sensations, thoughts, emotions or environmental stimuli, such as sights 
and sounds (Kabat-Zinn, 1994; Linehan, 1993b).
In the West, mindfulness has been introduced into clinical practice in mental health 
programs and has been taught independently to the Buddhist mystical traditions 
(Kabat-Zinn, 1994; Linehan, 1993b). However, this does not necessarily mean that the 
mindfulness that is taught in Western clinical practice cannot be considered spiritual. 
There are several ways in which one can maybe see mindfulness as constituting a type 
of spirituality, through transcendence of thoughts, being in touch with one’s true self 
(and one’s values) and seeing one’s connection to others.
First of all, mindfulness could be seen as a way of transcending one’s thoughts even if 
it is temporary. Transcending refers to moving further than an individual’s previous 
frame of reference towards wider possibilities (Hinterkopf, 1994). Commonly 
transcendence of the self is seen as a process of integration that is attained through 
total dependence on God and a higher power or purpose (Mack, 1994; Thoresen, 
1998). However, the transcendent dimension may not necessarily include a higher 
power. It could incorporate qualities such as love, interconnectedness and 
nonattachment (Lukens, 1992) as it involves moving beyond one’s own egocentricity 
and separateness and towards more unity and a capacity to love (Chandler, Holden, & 
Kolander, 1992). Therefore, the transcendence that may occur through mindfulness 
could be considered a concept of spirituality.
Mindfulness may also be seen as a way of acknowledging who you really are, being in 
touch with your values, your true self (Welwood, 2000). According to Rowan (1993) 
paying attention to what is truly happening inside us could (through meditation) be 
thought of as a spiritual act. Kabat-Zinn (1994) suggested that mindfulness meditation 
is about being yourself and gaining knowledge about who that is. He further proposes 
that by being more in touch with what is happening now maybe people could follow a 
path that is truer to their inner being. Mindfulness may enable the practitioner to 
develop awareness and insight (Shapiro et al., 1998). Mindfulness meditation accesses 
the centre of our being and can encourage the experience of what are known as
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“transpersonal” levels of consciousness (Walsh, 1980; Wilber, 1980) through the 
cultivation of “bare attention” or “detached observation” (Nyanaponika, 1962). Thus, 
mindfulness could be seen as a concept inclusive in spirituality through being in 
contact with our inner self.
Mindfulness meditation may not only connect people with themselves; it may lead 
them to feel more connected with others and with the universe (Kabat-Zinn, 1994; 
Shapiro & Schwartz, 2000). Mindfulness enables individuals to be more aware of the 
fact that everything is connected (Kabat-Zinn, 1994). The Buddhist concept of 
‘interbeing’ may explain the previous concept further. Hanh’s (a Vietnamese Buddhist 
Monk) approach to all of life is the principle of ‘interbeing’ (Chemus, 2005). In 
Buddhism there are no separate objects, events or experiences as everything is 
dependent on the other and it is made up of the other (Hanh, 1991). Thus, mindfulness 
could be seen as a concept of spirituality through the concept of interconnectedness. 
However, it is not known to what extent that concept is actually taught and focused on 
in the Western clinical practices that have incorporated mindfulness with CBT. 
Therefore, we can only hypothesise that mindfulness meditation utilised in a Western 
clinical context may enable individuals to feel a closer connection to others.
Consequently, mindfulness could be considered spiritual through the concepts 
mentioned above. Nevertheless, it is important to acknowledge that there are many 
conceptualisations of spirituality (possibly those that include transcendence) that may 
not allow this understanding of mindfulness.
In the next section the literature that has integrated an element of spirituality and CBT 
will be discussed to identify the ways in which they are compatible. Before that 
however, two therapeutic approaches (Psychosynthesis and Transpersonal 
Psychology) where spirituality is central will be briefly examined in order to illustrate 
what spiritually integrated psychotherapies involve.
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Spirituality and therapy
Psycho synthesis and transpersonal psychology
Psychosynthesis, first described by the Italian Psychiatrist Roberto Assagioli (1888- 
1974), is a discipline that leads individuals to the deep elements of the unconscious 
mind (Assagioli, 1965). Assagioli (1965) noted that there are three levels of 
consciousness within the human psyche which are the lower unconscious, the middle 
unconscious and the higher unconscious. The theory of psychosynthesis notes that 
there is an inner guide within the human psyche (the Higher Self) that gives 
inspiration and wisdom which are important in order to understand more deeply, love 
more authentically and face the challenges of life (Brown, 2001). Psychosynthesis 
focuses on the exploration of symbols through the utilisation of the techniques of 
creative visualisation and mental imagery (Brown, 2001).
Vaughan et al. (1996) note that transpersonal psychotherapy aims to combine the 
physical, emotional, mental and spiritual aspects of health. Psychospiritual growth 
moves from pre-personal, personal stages of identity formation to transpersonal ones. 
More specifically the transpersonal is the phase in individuals’ psychospiritual 
development where they go further than the boundaries of time and space and where 
the ordinary notions of rationality do not explain their experiences (Wilber, 1983). 
Wilber (1997) suggested that there are four divisions within the transpersonal realm. 
These are the Centaur (characterised by the mystical experience called the discovery 
of the real self), the Psychic/Subtle (the realm of symbols, images, archetypes, big 
dreams and deity figures), the Causal (where all the symbols disappear and what is left 
is the infinite divine) and the Nondual (where there are no categories and no self). The 
transpersonal is located in the subtle level. According to Vaughan et al. (1996) a 
transpersonal therapist uses psychotherapeutic skills (e. g. free association and 
analysis of the transference) but he/she also uses techniques from spiritual approaches 
with clients who are interested in spirituality. These techniques include meditation or 
prayer, shamanic journeying, dreams which have an archetypal meaning, use of 
intuition, use of symbol systems (e. g. astrology, the tarot), spirit releasement, imagery 
and work with the shadow (negative and hateful aspects of the psyche) (Rowan,
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1993). Transpersonal therapists also work with clients who are experiencing spiritual 
emergencies and with clients who are from other cultures.
Spiritual interventions can have a powerful effect on both the client and the therapist 
and need to be used carefully and under appropriate supervision (West, 2000). 
Transpersonal therapists, psychotherapists and psychologists need to be aware that not 
all spiritual experiences are completely healthy and theorists and therapists suggest 
that a distinction needs to be made between ‘authentic spiritual experiences’ and 
pathological states (Assagioli, 1986; Grof & Grof, 1989; Wilber, 1983). The 
transpersonal therapist, however, needs to work with clients in order for them to make 
sense of those experiences (Assagioli, 1986). There are also ethical and professional 
issues that therapists need to be aware of when integrating spirituality and therapy. 
These are illustrated by Richard and Bergin (1997) who suggest some of the problems 
that could arise: “dual relationships, or blurring boundaries between religious and 
professional roles, usurping or replacing religious leaders, imposing religious values 
on clients or being insensitive to their values, violating work setting (church-state) 
boundaries and practicing outside the boundaries of professional competence” (p. 17).
Psychosynthesis and transpersonal psychotherapy suggest ways in which spirituality 
and therapy can be combined. The CBT therapist could use some of the techniques 
that psychosynthesis and transpersonal psychotherapy recommend, more 
systematically than they do at present. These include working with negative aspects of 
the self, imagery and meditation.
Therapies that have integrated spirituality with cognitive-behavioural therapy
As mentioned in the introduction there are four therapies that have integrated 
spirituality with CBT. Each will be described and evaluated and the compatibility of 
spirituality and CBT will be discussed.
Mindfulness-Based Cognitive Therapy
MBCT (Segal, Williams, & Teasdale, 2002; Teasdale et al., 1995; Teasdale et al., 
2000) was developed with the aim of reducing relapse and recurrence for those who
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are vulnerable to repeat episodes of depression. It was developed for remitted patients 
and may not be effective in the treatment of acute depression (because of the 
difficulties in concentration and the strength of the negative thoughts) (Teasdale et ah, 
2000). The likelihood of relapse and recurrence in those who have been clinically 
depressed is very high and the amount of triggering required each time depression 
recurs is lower. This therapy is based on the integration of aspects of CBT for 
depression (Beck, et al., 1979) with parts of the mindfulness-based stress reduction 
program (MBSR) (Kabat-Zinn, 1990). There is evidence for the effectiveness of 
MBSR in the treatment of chronic pain (Kabat-Zinn, Lipworth, Burney, & Sellers, 
1986), generalised anxiety disorder and panic (Kabat-Zinn et al., 1992), psoriasis 
(Kabat-Zinn et al., 1998), binge eating (Kristeller & Hallett, 1999) and cancer (Speca, 
Carlson, Goodey, & Angen, 2000). Some of these studies are limited by having small 
sample sizes and by not using control groups (Bishop, 2002; Teasdale et al., 2000).
Segal et al. (2002) noted that MBCT (taught in eight weekly classes) includes simple 
breathing meditations, yoga, basic education about depression and exercises from CT 
that demonstrate the association between their thoughts and emotions and how people 
can cope when depression comes. Participants also practice mindfulness meditation in 
the classes and at home. They learn to become aware of and relate differently to their 
thoughts, feelings and physical sensations. This awareness enables them to break the 
link between negative thinking and mood by allowing distressing thoughts, feelings 
and physical sensations to come and go without ruminating on them. In MBCT the 
emphasis is not on changing the content of the thoughts; rather it is on altering the 
awareness of and relationship to the thoughts. CBT techniques that are included in 
MBCT are those developed to create “decentred” views, such as “thoughts are not 
facts” and “I am not my thoughts” (Segal et al., 2002).
The effectiveness of MBCT has been evaluated in a multi-centre randomised 
controlled trial with a large sample of patients whose major depression had remitted 
following treatment with medication. Patients were assigned to either treatment as 
usual (TAU) or to eight classes of MBCT (Teasdale et al., 2000). The sample had had 
at least two episodes of depression that satisfied the DSM criteria for major 
depression. The sample was followed up for twelve months after that course had
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ended. The results showed that MBCT helped most of those who had had three or 
more episodes of depression and it significantly reduced the possibility of relapse. 
However, it did not affect those who had only two episodes in the past. This study was 
able to show that MBCT is superior to TAU in preventing relapse using a large and 
clearly specified sample of depressed patients in remission (Baer, 2003). However, the 
results may be due to other factors besides the program, such as support from other 
participants and attention by the professionals (Segal et al., 2002; Teasdale et al., 
2000). Further studies with different designs and methods of analysis could identify 
which part of the program had more effect. In addition, studies are needed to further 
substantiate the effectiveness of MBCT.
CT and mindfulness training are based on the same rationale that thoughts and 
cognitions (which are ‘mental events’ and not ‘realities’) lead to emotional difficulties 
(Teasdale et al., 1995). Consequently, both approaches enable their patients to see 
their difficulties in different ways. A lot of CBT treatment is based on the here and 
now and on the assumption that the main aim of therapy is to enable clients to change 
particular areas of their lives (Hawton et al., 1989). The focus on the here and now is 
similar to mindfulness as it enables individuals to become more aware of the present 
moment. Moreover, it has been proposed that mindfulness practice is based on the 
idea that only an individual can help himself/herself (Deatherage, 1975) which would 
make mindfulness and CBT compatible.
However, mindfulness differs from CBT as CBT evaluates thoughts in contrast to 
mindfulness which acknowledges them (Kabat-Zinn et al., 1992). Also CBT teaches 
coping skills to use during stressful situations, whereas mindfulness is a “way of 
being” (Kabat-Zinn et al., 1992). The integration of mindfulness and CT has been 
criticised by Solly (2005). She suggested that mindfulness and CT are two 
fundamentally different approaches in their principles and in the way they help 
people, as mindfulness advocates letting go of thoughts, or non-attachment while CT 
advocates identifying, categorising and rating them. Therefore, she wonders whether 
therapists are trying to merge two opposed approaches. Her criticisms could be seen as 
based on a narrow view of CT. It appears to be more flexible than she describes as it is 
adjusted according to the client and the therapist (Propst, 1996).
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Therefore, the main difference between mindfulness and CBT with regards to 
thoughts is that in mindfulness clients are encouraged to see their thoughts as mental 
events rather than facts and take an observing stance towards them. In CBT, clients 
are taught to evaluate their thoughts and come up with other thoughts that are more 
adaptive. These approaches might seem contradictory, nonetheless, in clinical practice 
they may be complementary as they both enable the client create some distance 
between themselves and their mental processes.
Mindfulness-based interventions can be operationalised, conceptualised and 
empirically evaluated (Baer, 2003). However, this risks overlooking important 
elements of the long tradition from which mindfulness meditation originates. Kabat- 
Zinn (1994) noted that mindfulness meditation is about cultivating awareness, insight, 
wisdom and compassion. These concepts that may be appreciated and valued by many 
people may be difficult to evaluate empirically (Baer, 2003). Therefore, researchers 
could think about ways to include these concepts in addition to more readily measured 
constructs such as symptom reduction.
DBT has combined acceptance and a non-judgemental view of emotions with CBT. 
Below DBT will be described and evaluated.
Dialectical Behavioural Therapy
DBT (Linehan, 1993a; 1993b) was developed to help people with Borderline 
Personality Disorder (BPD). DBT maintains that some people, who have been brought 
up in unfavourable environments where they have not been validated and who have 
some biological factors which are not yet known, do not respond normally to 
emotional stimulation. Their level of arousal increases very quickly, reaches its peak 
at a higher level and takes a long time to return to normal. They do not have the 
coping mechanisms to deal with the intense fluctuations of emotion due to their past 
invalidation. DBT is a therapeutic model that focuses on skills that will enable them to 
cope in these situations.
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The main focus of DBT is on difficult behaviours or events and it teaches clients 
various cognitive and behavioural strategies such as problem solving, exposure, skills 
training, contingency management and cognitive modification (which also 
incorporates reframing suicidal behaviour) (Linehan, 1993b). In addition, it 
emphasises acceptance and validation of clients’ current behaviour, focusing and 
changing client and therapist behaviours, the therapeutic relationship (as issues of 
engagement are very important when working therapeutically with this client group) 
and dialectical processes (support, acceptance and confrontation). DBT also 
incorporates a weekly group therapy session which teaches interpersonal 
effectiveness, tolerance of distress/acceptance of reality skills, emotional regulation 
and mindfulness skills.
According to Linehan (1993b) mindfulness skills are very important to DBT. 
Mindfulness skills training addresses dysregulation of the sense of self and 
nonpsychotic cognitive disturbances (depersonalisation, dissociation and delusions) as 
these skills enable individuals to consciously experience and observe oneself and 
surrounding events. These skills include three “what” skills (observing, describing and 
participating) and three “how” skills (being non-judgemental, focusing on one thing in 
the moment and being effective). Mindfulness skills are needed to balance the three 
states of mind that are taught in DBT which are the “reasonable mind” (which means 
that thinking and behaviour are rational and logical), “emotion mind” (in which 
thinking and behaviour are based on the person’s emotional state) and the “wise 
mind” (is the integration of the previous two states of mind). Mindfulness-based 
interventions may enable clients to achieve some level of acceptance and to realise 
that most sensations, thoughts and emotions rise and fall and are short-lived, which 
could add to the change that may come about through cognitive-behavioural therapy 
(Linehan, 1993a).
Linehan, Armstrong, Suarez, Allmon, and Heard (1991) carried out a study with 
females with parasuicidal borderline personality disorder who were assigned to either 
DBT for one year or to Treatment as Usual (TAU) in the community. Participants 
were assessed before the treatment and at four, eight and twelve months after the 
treatment finished. They found a significant decrease in the frequency and medical
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threat of parasuicidal behaviour in participants who received DBT in contrast with 
participants who received TAU. The former also spent fewer days in the inpatient 
psychiatric hospital than the latter. However, DBT did not improve patients’ 
depression, hopelessness, suicide ideation, or reasons for living more than TAU. 
Support for the effectiveness of DBT comes from various studies (Linehan, Heard, & 
Armstrong, 1993; Linehan, Tutek, Heard, & Armstrong, 1994; Trupin, Steward, 
Beach, & Boesky, 2002).
DBT emphasises a balance between acceptance and change by integrating Eastern 
psychological spiritual practices with CBT which is based on teaching clients skills 
that will enable them to change (Linehan, 1993a). This approach has been tested 
empirically and was found to be effective as reaching the goals proposed by DBT. 
This appears to demonstrate that a concept of spirituality can be compatible with CBT.
Spirituality Augmented Cognitive Behavioural Therapy
Another type of psychological therapy that has integrated spirituality and CBT is 
Spiritually Augmented Cognitive Behavioural Therapy (SACBT) (D’Souza & 
Rodrigo, 2004). It is a therapy that incorporates cognitive and behavioural elements 
with existential techniques. The main techniques employed are empathie listening, 
facilitation of emotional expression and problem solving. Prominence is given to self- 
efficacy, exploring meaning and purpose. Exploring meaning refers to the meaning of 
a particular situation, its appraisal and its importance for the future. The approaches 
used to find meaning incorporate ‘experiential values’ (experiencing something or 
someone who is valued), ‘creative values’ (‘doing a deed’, giving oneself meaning by 
becoming involved in a project; Frankl, 1975) and ‘attitudinal values’ (e. g. 
compassion, humour, achieving meaning in ones suffering; Frankl, 1984). SACBT 
also includes the utilisation of meditation and the validation and inclusion of the 
patient’s beliefs that are suitable to their treatment. Cognitive restructuring is used 
together with other CBT techniques when a client shows negativity and cognitive 
distortion. It is semi-structured and in a manualised form that lasts for sixteen 
sessions.
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The efficacy, effectiveness and efficiency of SACBT have been tested in several 
studies. A study comparing SACBT and supportive therapy in clients with depression 
and demoralisation who considered spirituality important to them found that there was 
significant improvement in treatment groups in comparison to controls in the second 
to third week (D’Souza, Rich, Diamond, Godfery, & Gleeson, 2002). This study had 
limitations including the degree of spirituality and the sample. Two more randomised 
controlled trials of SACBT and case management for clients who had recovered from 
schizophrenia but had symptoms of demoralisation, found significant benefits over 
controls in improving treatment adherence and reducing hopelessness and despair 
(D’Souza, Rich, Diamond, & Godfery, 2002; D’Souza, Keks, Rich, & Godfery, 2003). 
A further trial demonstrated that at twelve month follow up the treatment group 
showed significantly better treatment adherence, lower adverse effects of treatment 
and lower relapse compared to controls (D’Souza et al., 2003; D’Souza, Rodrigo, 
Keks, Tonso, & Tabone, 2003). These studies were randomised-controlled trials 
(RCT) which has been thought of as ‘the gold standard’ in research (Roth & Fonagy, 
1996). However, this approach does not take into account the client’s experience and 
the construction of meaning between the client and the therapist (Milton, 2002). 
Futhermore, research is needed to look at its effectiveness with various populations.
Religious Cognitive-Behavioural Therapy
Propst (1996) has described a Religious CBT (RCBT) that incorporates religious 
imagery and religious positions to counter irrational thoughts (through the use of 
scripture). Two studies have supported its therapeutic effects (Propst, 1980; 1992). 
One of the studies looked at the efficacy of a religious CBT and non-religious CBT 
(NRCBT) in patients who met the research diagnostic criteria for non-psychotic, non- 
bipolar depression and who found religious and spiritual issues important or very 
important. They found that patients who received RCBT had significantly lower 
depression and adjustment scores than the NRCBT group (Propst, 1992). This result 
did not depend on the spiritual viewpoint of the therapist. A further study showed that 
cognitive-behavioural treatments with religious approaches showed significant results 
with religious clients (Payne, Bergin, & Loftus, 1992).
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RCBT seems to be an effective way to incorporate spirituality and religion into CBT 
without changing the CBT component of it.
Are CBT and spirituality compatible?
CBT is considered to be an evidence-based practice through scientific methods of 
evaluation. Moreover, CBT is growing in popularity in the NHS (as its effectiveness 
can be measured using traditional research paradigms; Kosviner, 1994). Nevertheless, 
spirituality is not considered to have any evidence supporting it.
CBT is goal oriented but spirituality is not specifically. Therapists who believe that 
spirituality includes transcendence believe that spiritual practices can be utilised to 
enable clients to cope with their difficulties (Cole & Pargament, 1999; Gorsuch & 
Miller, 1999; Rowan, 1993; Shafranske, 1996). They further suggested that clients and 
therapists need to be attentive, patient, committed, humble, devotional, respectful and 
to surrender to the divine for them to develop and gain from spirituality.
CBT has been thought of as opposite to spirituality because it only focuses on the 
conscious mind (Rowan, 1993; Welwood, 2000) and on human behaviour that can be 
observed instead of internal processes such as dreams, fantasies and impulses (West, 
2000). CBT is also associated closely with symptom reduction and behaviour change 
(Scott & Dryden, 2003). There are therapies, nevertheless, that have combined 
spirituality with CBT which were discussed in a previous section. This apparent 
contradiction may lie in the fact that in each case a different view of spirituality is 
used. In the first case maybe transcendence and a union with the divine is implied. In 
the second case a broader approach to spirituality is utilised. This included 
transcending thoughts, being in touch with one’s true self, interconnectedness, 
meaning and acceptance.
There are fundamental differences in approach between spirituality and CBT 
including the fact that CBT sets goals that are reached through techniques. Spirituality 
can be seen as a fundamental way of life, seeing grace in everyday things (Kabat- 
Zinn, 1994). Spirituality does not aim to change people’s thoughts but that is what
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happens as people’s attitude to life changes. That is what happens in CBT once they 
become aware of their thoughts and their behaviour.
There are therapists who still believe that spirituality is not compatible with therapy 
(Amrito, 1990; Epstein, 2004). Amrito (1990) saw psychotherapy as unrelated to 
authentic spirituality as it supports the delusion that we are ‘a personality’, a psyche, a 
body-mind, so it reinforces the ‘me’.
Psychology is based on the view that an experience creates belief that then influences 
our lives. Psychological therapies are related to a cause-and-effect system that is based 
on finding meaning through conditional thinking (Epstein, 2004). Psychological 
therapy promotes personal control, individual freedom and self-reliance (Bergin, 
1980). Spiritual doctrines on the other hand are based on the belief that what is 
occurring in consciousness creates what we experience on our everyday life. In the 
West the focus lies on distress and negative forms of stress, while in the East, 
although pleasure and pain are regarded as stressful, there is more acceptance of 
suffering.
Implications for Counselling Psychology practice
The issue of compatibility of spirituality with CBT has important implications for 
counselling psychologists. Firstly, it is important for counselling psychologists to be 
aware of their own views about spirituality and religion in order to minimise the 
possibility of negatively influencing the client as the practice of psychotherapy is not 
value free (Bergin, 1980). Tjeltveit (1989) suggested that psychotherapists and 
psychologists need to be aware of how their way of thinking affects how they make 
sense of their clients’ experiences as they may inadvertently inflict their own ideas on 
them. This could possibly lead to unproductive therapy. This issue seems to be 
particularly relevant to when spiritual or religious issues are involved (Shafranske & 
Gorsuch, 1984). Shafranske and Gorsuch (1984) further suggested that psychologists 
seem to respond to these issues in a personal way and it could be suggested that 
clinical work is influenced by their reliance on their subjective experience as a 
template for understanding the client’s phenomenal world (possibly by being aware of
94
their counter-transference reactions). So it is important for psychologists in general 
and counselling psychologists more specifically to know what their own feelings are 
about spiritual and religious issues.
Moreover, counselling psychologists may learn throughout their training to integrate 
various types of therapies (e.g. Humanistic, Psychodynamic/Psychoanalytic and CBT) 
and therefore they may also be able to incorporate elements of spirituality within their 
practice. This integration of spiritual issues will differ, however, depending on what is 
meant by spirituality. They are also taught to focus on the process of therapy, not just 
the content. Incorporating elements of spirituality within therapy requires being aware 
of what is happening between the client and the therapist. Counselling psychologists 
work in various contexts (e. g. NHS, student counselling services, prisons and schools; 
Woolfe, Dryden, & Stawbridge, 2003) where they will encounter a multitude of 
clients who may be spiritual and/or religious and may want to discuss those issues in 
therapy.
A further implication of the compatibility of spirituality and CBT might be that 
spirituality could be included in counselling psychologists’ training. There is a belief 
amongst spiritually-oriented therapists that training in spirituality and therapy should 
be included in psychotherapeutic and psychological training. There is also evidence 
that there is little training regarding spirituality or religious issues on training courses 
for psychologists (Shafranske & Gorsuch, 1984).
Conclusion
Spirituality and CBT could be seen as compatible depending on the aspect of 
spirituality integrated and the type CBT. Conceptualisations of CBT as goal oriented, 
directive and time-limited were examined together with the fundamental differences in 
nature between CBT and spirituality. This pointed to some of the reasons why CBT 
could be seen as incompatible to spirituality by some therapists and psychologists. 
Nonetheless, some of the views of CBT seem to be outdated and it was suggested 
above that conceptualisations of CBT by CBT therapists could explain to some extent 
the possible compatibility between spirituality and CBT. Above it was argued that
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there are several therapies that have managed to integrate aspects of spirituality (these 
include mindfulness meditation, meaning and acceptance) with CBT. These are 
MBCT, DBT, SACBT and RCBT. There is some empirical evidence supporting their 
effectiveness. Limitations of these studies were pointed out. Nevertheless, they 
demonstrate preliminary evidence that spirituality and CBT could be compatible.
Self-reflection
I first became interested in self-development and spirituality during my undergraduate 
degree. I became curious about different meditation practices but I was doubtful about 
whether it would be a path I would like to follow. I initially engaged with them on an 
intellectual level through my third year dissertation which was on whether meditation 
techniques were beneficial for stress and anxiety reduction arid on what were the 
implications of meditation induced stress and anxiety reduction for psychotherapy. I 
enjoyed the process of working with that literature and became more interested in 
experiencing meditation myself. Since then, I have tried various meditation methods 
and I now practice Hatha Yoga and mindfulness meditation which I find contribute to 
my personal development.
Before I started the course I had thought of various topics I could focus my research 
on, such as topics related to HIV/AIDS and other medical conditions. I was interested 
in them and I also thought that maybe research in spirituality would be ‘risky’ or a bit 
too ‘difficult’. When I started the course, I found that numerous members of the staff 
team were enthusiastic about research in spirituality and therapy. Consequently, I 
became excited and I decided to ‘plunge’ into an area I was very interested in and 
which was important to me personally.
I decided early on in the course on the topic of my literature review which was an area 
of interest for one of my supervisors. I had considered looking into spirituality and 
therapy in general but that seemed a little too daunting and intangible. Moreover, a 
previous trainee had covered that literature well. I began the literature review with the 
view that CBT and what I considered as spirituality were compatible. I was curious to 
find out whether that was the case. Although I had no experience in carrying out CBT
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formally I agreed with its theoretical basis, that human experience is based on the 
interaction between physiology, cognition, behaviour and emotion and that an 
individual’s interpretation of an event is very important to the outcome of that event. 
While exploring the literature regarding spirituality and therapy I found that CBT was 
hardly mentioned, which led me to wonder why that was the case.
My initial difficulty with the literature review was ‘proving’ that mindfulness 
meditation that is integrated in Western therapy was indeed spiritual. I had no idea 
where to start. For me mindfulness was spiritual through its Buddhist roots. I also felt 
that mindfulness, by enabling individuals to be more aware of their thoughts and 
emotions, to accept them and to let them go was spiritual. My supervisors were 
supportive and after researching widely I found a way of explaining the possible link 
between mindfulness and spirituality. Once I had resolved that difficulty I became 
engaged with the debate of whether spirituality and CBT were compatible.
After researching widely on this topic and reviewing the literature I realised that the 
gap between CBT and some forms of spirituality was larger than I had thought. I felt 
that they were compatible on some level but ‘proving’ that compatibility was more 
complicated and frustrating than I had thought. However, carrying out the review 
enabled me to find out more about the integration of spirituality and CBT.
While carrying out the literature review my interest, about how CBT practitioners 
would view the integration of CBT and spirituality, increased. Maybe their views 
would shed some more light as to whether CBT and spirituality are compatible. So I 
feel a renewed enthusiasm for this topic which I will be able to explore further in my 
second year research project and when I begin my CBT practice.
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QUALITATIVE RESEARCH 1
6 A grounded theory analysis of Clinical and Counselling 
Psychologists’ perceptions and experiences of combining Spirituality 
and Cognitive-Behavioural Therapy’
Abstract
Recently, there has been a lot of interest in the integration of spirituality into 
psychological therapy. However, no research has been conducted that has focused on 
the integration of spirituality and Cognitive-Behavioural Therapy (CBT). This 
information is needed to increase our knowledge about current therapeutic practice 
and training needs. This research project aimed to explore clinical and counselling 
psychologists’ perceptions and experiences of combining spirituality and CBT and to 
generate a localised theory regarding the integration of spirituality and CBT. Semi­
structured interviews were carried out with eight clinical and counselling 
psychologists who worked individually in private practice, primarily or only from a 
CBT perspective and who had been qualified for at least two years. Interviews focused 
on definitions of spirituality, the integration of spirituality and therapy and the 
integration of spirituality and CBT. The sampling and analysis of the data followed a 
grounded theory approach. Three categories were identified in the data: ‘struggle to 
define spirituality’, ‘the dilemma of integrating of spirituality into CBT’ and ‘working 
with spirituality in CBT’. The implications of this study for therapeutic practice and 
training are discussed.
I l l
Introduction
Recently there has been a growing interest in spirituality and religion (Prest, Russel, & 
D’Souza, 1999) which have become important to clinicians and clients (Gallup, 1994). 
In the past, mental health professionals and ministers of religion thought of science 
and religion as separate approaches because spirituality and religion were generally 
pathologised (Ellis, 1980; Fallot, 2001; Freud, 1927/1964). These ideas may have 
fostered and perpetuated the view that spirituality was not relevant to therapy which 
possibly led therapists to avoid the subject (La Torre, 2002; West 2000). However, 
recent empirical evidence has shown that spiritual values and behaviours can promote 
coping with physical and psychological difficulties, healing and well-being (Koenig, 
1997; Pargament, 1997; West, 2000). The empirical studies reported in Koenig (1997) 
and Pargament (1997) have been criticised on methodological grounds as many of 
their findings were correlational, which means that the causal association between 
spirituality and health could not be determined. Moreover, designs were inappropriate, 
sampling was inadequate and they did not show that religious factors had a unique 
effect (Sloan & Bagiella, 2002). Nevertheless, there seems to be a lot of consistent 
evidence of the positive effects of religion on health (Miller & Thoresen, 1999). The 
link between spirituality, coping, healing and well-being prompted mental health 
professionals to view clients’ spiritual values as a resource in psychotherapy (Barlow 
& Bergin, 2001; Bergin, 1980; Clarkson, 2000; La Torre, 2002; Rowan, 1993; 
Shafranske, 1996; Welwood, 2000; West, 2000; 2004).
It is important to differentiate spirituality from religion. Although spirituality 
originates from religious traditions, spirituality and religion are not the same (Avants 
& Margolin, 2004; West, 2000). Religion encompasses the beliefs and practices of a 
Church or a religious institution (King, Speck, & Thomas, 1999; Shafranske & 
Malony, 1990), whereas spirituality is seen more as one’s personal beliefs and 
practices (Spooner, 2001; West, 2001). Therapists appear also to be differentiating 
between spirituality and religion (Rowan, 1993). In this paper the term spirituality will 
be used mainly rather than the term religion as spirituality can be seen to encompass 
religion (Crossley & Salter, 2005).
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At this stage, before the link between spirituality, therapy and more specifically CBT 
is explored, spirituality and CBT will be briefly defined and described in order to 
place the research study in a clear context. For a fuller discussion of definitions of 
spirituality please see Stamogiannou (2005) and Suarez (2004) and for definitions of 
CBT see Stamogiannou (2005).
Definitions o f spirituality
Spirituality is a concept recognised globally (D’Souza & Rodrigo, 2004). Definitions 
of spirituality seem to comprise common themes such as a transcendent relationship 
with God (Rowe, 2001; Swinton, 2001), meaning, purpose, value and hope (Frankl, 
1984; Swinton, 2001), connectedness (D’Souza & Rodrigo, 2004; Kabat-Zinn, 1994) 
and mystical experiences (Miller & Thoresen, 1999). Others understand spirituality as 
a distinctive personally meaningful experience (this could be brought about through 
meditation) (Mack, 1994; Shafranske & Gorsuch, 1984). This conceptualisation of 
spirituality in terms of personal beliefs and experience could be a way of 
incorporating it into the therapeutic encounter (West, 2000). However, there does not 
appear to be a definition that can include all of what spirituality is (Swinton, 2001). 
The concept of spirituality could confine our thinking instead of expanding it (Kabat- 
Zinn, 1994). One of the main reasons for the lack of conceptual clarity around 
spirituality is that it is hard to define aspects of human experience that are 
fundamentally indefinable and that may ultimately lie beyond the grasp of language 
(Clarkson, 2000; Swinton, 2001). The different and possibly contradictory meanings 
of spirituality have added to the confusion about how and whether to integrate 
spirituality and therapy.
Cognitive-behavioural therapy
CBT states that human experience is based on the interaction between physiology, 
cognition, behaviour and emotion (Scott & Dryden, 2003). The negative cycle that is 
created between the previous four elements can be altered through cognitive and 
behavioural techniques (Hawton, Salkovsikis, Kirk, & Clark, 1989). CBT for anxiety 
and depression has mainly focused on changing cognitions and behaviours but more
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recently emotions have been the focus especially in the treatment of personality 
disorders.
Spirituality and therapy
Religious beliefs have been integrated with various therapies including Cognitive- 
Behavioural Therapy (CBT) (Religious CBT; RCBT - Propst, 1996), Psychoanalysis 
(Rizzuto, 1996), Existential-Humanistic Psychotherapy (Mahrer, 1996), Transpersonal 
Psychotherapy (Vaughan, Wittine, & Walsh, 1996), Psychosynthesis (Assagioli, 
1965) and Family Therapy (Abbot, Berry, & Meridith, 1990; Hoogestraat & Trammel, 
2003; Sperry & Giblin, 1996). A limitation of integrating spirituality and religion with 
therapy is that religion may negatively affect health by fostering guilt and excessive 
dependence; however, more evidence is needed to prove it (Hall, Dixon, & Mauzey, 
2004).
More specifically, spirituality and CBT have been combined in several therapies. Two 
integrate mindfulness meditation with CBT: Mindfulness-Based Cognitive Therapy 
(MBCT; Teasdale, Segal, & Williams, 1995; Teasdale et al. 2000) and Dialectical 
Behavioural Therapy (DBT; Linehan, 1993a; 1993b). There are several ways in which 
one can maybe see mindfulness as constituting a type of spirituality, through 
transcendence of thoughts, being in touch with one’s true self (and one’s values) and 
seeing one’s connection to others. However, it is important to underline the fact that 
some therapists/researchers may not agree with this. Propst (1996) has described 
RCBT which is a type of therapy that incorporates religious imagery and a Christian 
religious rationale for the procedures. Furthermore, RCBT used scripture to counter 
irrational thoughts. More recently a psychological therapy called Spiritually 
Augmented Cognitive Behavioural Therapy (SACBT) has incorporated existential 
principles into CBT. The existential principles include the meaning people give to 
what happens to them (D’Souza & Rodrigo, 2004).
Previous qualitative research
There are several qualitative studies that have investigated therapists’ beliefs about 
spirituality and its integration into therapy. Suarez (2004) found that her participants
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mainly integrated spirituality and therapy in an implicit way. This is related to the 
therapists’ spirituality. They created an environment of, for example, empathy, 
compassion, love, connection with the spirit in the session (Tan, 1996). They also 
talked about being cautious not to go too much into the spirit world and about the fact 
that integration was an ongoing process. This study is important as it highlights some 
of the ways therapists integrate spirituality into therapy. It is limited, however, insofar 
as the participants were mainly Christians. Further qualitative studies with a more 
varied sample (Muslim and Jewish therapists) are needed to gain an in-depth 
understanding of how therapists integrate spirituality within therapy.
Crossley and Salter (2005) explored clinical psychologists’ experiences of attending to 
spiritual beliefs in therapy. The results showed that their participants viewed 
spirituality as an elusive concept. For them spirituality was a varied and difficult topic 
due to its ambiguity and breadth of meaning and it did not form an important part of 
training. Participants saw spirituality as a concept that could not be defined, which led 
to confusion and a tendency not to engage with it. They also utilised different 
approaches in an effort to be in harmony with spiritual beliefs in their therapeutic 
practice. These approaches were: 1) understanding beliefs through direct assessment 
of spiritual beliefs or by waiting for the client to mention their spiritual beliefs and 2) 
respecting beliefs by withdrawing from the exploration of those beliefs, finding a way 
of understanding that minimised distress or suggesting that clients talked to a spiritual 
or religious leader. Reflective processes were suggested to identify the effects of 
cultural and personal biases on psychologists’ views of spirituality, as well as training 
to address approaches associated with specific elements of spirituality.
There appears to be limited research focusing on the integration of spirituality and 
therapy in general and none specifically on the integration with CBT. The directive, 
time-limited, structured and what is sometimes represented as the ‘mechanistic’ nature 
of CBT (Leahy, 2001) may have led mainly non-CBT therapists to view it as 
incompatible with spirituality. CBT therapists, nevertheless, see CBT as more 
relational and collaborative (Corrie, 2002). It was important to interview clinical and 
counselling psychologists about the possibility of combining spirituality and CBT in 
order find to out their views and experiences which will hopefully shed some light on
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this issue. Moreover, CBT is growing in popularity (as its effectiveness can be 
measured using traditional research paradigms; Kosviner, 1994) and thus it is 
important to find out how possible it is to work with spiritual issues in CBT.
Rationale
The research reviewed above focused only on therapists and clinical psychologists’ 
views of spirituality and therapy and no specific studies have been carried out on 
counselling psychologists’ views of the latter integration. Therefore, it is very 
important to also find out their views as they work with clients therapeutically and 
their own views regarding spirituality and religion may negatively influence clients 
because the practice of psychotherapy is not value free (Bergin, 1980). Crossley and 
Salter (2005) found that some clinical psychologists were indifferent to spirituality 
and others avoided it within the area of clinical practice as they were concerned that 
their values may affect the therapy due to the lack of training. It is possible that the 
previous issues may also concern counselling psychologists as there is minimal 
training on this subject in training courses. Finding out psychologists’ perceptions and 
experiences of integrating spirituality and CBT will hopefully spark a debate in this 
area and will explore whether integration is possible and if so, in what ways it can 
become a reality.
The research questions that this study tried to address were: How do psychologists 
perceive the integration of spirituality and CBT? What is the psychologists’ 
experience of the integration of spirituality and CBT? Therefore, this research project 
aimed to explore clinical and counselling psychologists’ perceptions and experiences 
of combining spirituality and CBT and to generate a localised theory (through the 
systematic inspection of the data) regarding the integration of spirituality and CBT, 
using the grounded theory method (Pidgeon & Henwood, 1996). Grounded theory 
method was chosen because it was designed to be used to develop new theory on 
research topics where existing theory was incomplete, inappropriate or absent 
(Henwood & Pidgeon, 1992) and existing theory on the integration of spirituality and 
therapy is incomplete. Moreover, this theory could explain whether and how 
spirituality can be addressed in CBT which could help CBT therapists’ clinical 
practice.
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Method
Participants
The study sought to recruit clinical and counselling psychologists who were working 
on a one-to-one basis in private practice because they were an accessible sample and 
also because bureaucratic hurdles when seeking ethical approval through the National 
Health Service (NHS) can cause unnecessary delays. The researcher is aware that this 
may have affected the data collected because the sample was restricted which means 
that it will be harder to transfer the findings to a wider population. However, one of 
the principles of qualitative work is that it investigates in depth the beliefs and 
experiences of the participants which means that the results cannot be generalised. 
Participants also needed to have been qualified for at least two years (in order for 
them to have gained clinical experience since they qualified as psychologists) and to 
have been using CBT as their only or primary model of therapy. Clinical and 
counselling psychologists were chosen as they have been trained to work in CBT and 
in at least one other therapeutic method (all counselling and clinical psychology 
courses except one counselling psychology course teach CBT skills) which was 
thought to possibly enable them to make comparisons between the use of spirituality 
with CBT and other therapies which may help them to show why spirituality and CBT 
are or are not compatible. They did not need to have any religious or spiritual 
affiliation.
Participants were recruited initially through the British Psychological Society (BPS) 
register of chartered psychologists, the register of CBT therapists of the British 
Association for Cognitive-Behavioural Therapy (BACBT), the register for therapists 
of the UK Council for Psychotherapy (UKCP). Participants were also recruited from 
the lists of clinical and counselling psychology lecturers who taught on the clinical 
and counselling psychology courses in and around London. Clinical and counselling 
psychologists from these lists were e-mailed the recruitment letter (refer to Appendix 
B) to find out whether they were interested in participating in the study.
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In line with the requirements of grounded theory, a theoretical sampling approach was 
followed (Glaser & Strauss, 1967; Payne, 2006; forthcoming). Thus, after the first six 
interviews had been conducted and the data had been considered, the researcher 
realised that she needed to interview psychologists who saw themselves as more 
spiritual in order to expand the emerging analysis. These included: Christian, Muslim, 
Jewish and Buddhist psychologists. Subsequently, the researcher put an advert in the 
Pastoral Association for Mental Health Newsletter and in the Association for Christian 
Counsellors Newsletter. The researcher also contacted a couple of Muslim 
psychologists requesting assistance from them in the recruitment of participants. 
Moreover, participants used their personal contacts to help with the data collection. 
From these sources the researcher was only able to recruit one Christian Clinical 
Psychologist. The researcher did not carry theoretical sampling to its conclusion 
because of time constraints that are posed by the Doctoral course.
The sample consisted of four Clinical and four Counselling Psychologists who worked 
on a one-to-one basis in private practice and who had been qualified for five to sixteen 
years (mean of 9 years, standard deviation of 4.40). They ranged in age from thirty to 
forty-four years (mean of 39 years; standard deviation of 4.257). Six of the 
participants were using CBT as their primary model of therapy and two of them 
utilised only CBT. Seven participants described their ethnicity as White and one as 
Black. Five of the participants were women and three were men. Five participants 
were Christian and three had no religious affiliation. Of the latter, one described 
herself ‘a bit spiritual’, one ‘not spiritual’ and one was an atheist.
Development o f  the interview schedule
A literature review on the compatibility of spirituality and CBT (Stamogiannou, 2005) 
helped the researcher to identify areas that needed to be investigated and it enabled her 
to develop a semi-structured interview schedule (see Appendix E). A semi-structured 
interview schedule was chosen as a guide to lead the discussion somewhat to topics 
that were discovered in previous research, without dictating the process (King, 1996). 
The questions in this study built on previous literature and specific questions about the 
combination of spirituality and CBT were added. A pilot interview was carried out 
with a counselling psychologist and the feedback from it was positive. The participant
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thought that the questions were clear and sufficient and as none of the questions were 
changed at that stage, the pilot interview was included in the analysis. The interview 
schedule was developed through the interview process as new areas of interest 
emerged (Burck, 2005).
Procedure
Ethical approval was obtained from the Surrey University Ethics Committee (see 
Appendix A).
Most interviews took place in the participants’ places of work and two at their homes. 
On the day of the interview participants were given the opportunity to ask questions 
regarding the study and completed two consent forms (see Appendix C; one for them 
and one for the researcher). They also filled out a demographics form (see Appendix 
D) before the interview commenced. The interviews were transcribed by the 
researcher (see Appendix F for an example of a transcript) and the transcripts were 
kept confidential (as participants’ personal details were altered). The transcripts, 
consent forms and tapes have been kept in a safe place and the tapes will be erased 
after the doctorate has been submitted.
Analytic approach
A grounded theory approach (Pidgeon & Henwood, 1996) was used to inform the data 
collection process as well as the analysis of the data. The grounded theory method was 
designed to allow researchers to use data to develop new theory on research areas 
where existing theory was incomplete, inappropriate or absent (Henwood & Pidgeon, 
1992). Grounded theory seems particularly appropriate for this study because there is 
no previous research or theory on this topic. It involves the production of analytic 
categories from the data. The categories are therefore ‘grounded’ in the data but are 
also necessarily shaped by the researcher’s interpretative framework. In this research 
Pidgeon and Kenwood’s (1996) grounded theory approach was followed because it 
requires the analysis to be grounded in the data and at the same time it takes into 
account the researcher’s interpretative framework (see the researcher’s reflections on 
the research process). This influence is an inevitable part of the interpretative process.
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Several other methods of analysis were considered, including Interpretative 
Phenomenological Analysis (IPA; Smith, 1996) and Discourse Analysis (DA; Potter, 
1996). Grounded theory was considered more appropriate than IPA because the 
researcher was not only interested in describing psychologists’ views of the 
integration of spirituality and CBT, but she also wanted to construct a theory 
regarding that integration. DA would not have been suitable because its social 
constructionist epistemology did not concur with the epistemological position of this 
study, which viewed participant reports as being related to the realities of which they 
spoke, although it was mediated through the researcher’s interpretative framework.
Each transcript was analysed by taking a unit of meaning (which is a phrase, sentence, 
or a section that is seen to constitute one point) and a category that described it was 
created. These categories formed the indexing system, which grew by creating new 
categories and by adding new data to existing categories. The category names were 
changed to take into account the new data. However, at the same time, the categories 
were constantly compared (Glaser & Strauss, 1967). This refers to the process of 
checking the categories that emerged from previous transcripts and deciding whether 
the emerging categories fit with the previous ones or whether new categories need to 
be created. Therefore, the categories were developed through the constant comparison 
of categories which then led to the splitting and amalgamation of categories. The 
researcher also wrote theoretical memos to track any changes in category names, any 
splitting or combination of categories, to make links with existing research or to make 
reflections about the emerging theory. Furthermore, these memos enabled the 
researcher to become aware of the links that participants were making between the 
categories which lead to the development of a theory.
Evaluation o f study
Grounded theory analysis requires the researcher to remain close to the data while 
analysing and writing it up. However, there may be some inevitable interpretation 
from the researcher. Thus, the researcher reflected on the research process in order to 
become aware of her own values and assumptions (see the reflections on the research 
process).
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In addition, the study can be evaluated by the degree to which the theory produced 
was grounded in the data (Elliott, Fischer, & Rennie, 1999). Another criterion of 
evaluation that was utilised is through credibility checks. The analysis of the data was 
checked with another researcher and that feedback was incorporated in this study’s 
researcher’s data analysis. The researcher’s supervisor checked on two occasions how 
grounded the analysis was in the data.
Analysis
Data analysis
The main categories and sub-categories that emerged from the data analysis are 
illustrated in Figure 1 (see Appendix G) which indicates how they may be associated. 
The arrows linking categories and sub-categories demonstrate a directional link 
between them as reported by the participants. A connecting line suggests that the 
categories were seen by the participants to be associated.
In this section the data are described and analysed in order to give an account of 
participants’ beliefs and experiences of integrating spirituality and CBT. Three main 
categories emerged from the data analysis. These were: 1) the struggle to define 
spirituality, 2) the dilemma of integrating spirituality into CBT and 3) working with 
spirituality in CBT. Extracts from participants’ transcripts will be presented in each 
category so readers can check how grounded the interpretations, that are presented, are 
in the data. Keys for each transcript are: ...: silence, []: inaudible word/s, (): 
explanatory words; pseudonyms are used to protect the participants confidentiality.
The struggle to define spirituality
Most participants expressed the view that spirituality “is a very difficult thing to 
define”. It appears that the language is inadequate when talking about spirituality 
(Suarez, 2004) which may lead to difficulties in defining it. They talked about a range 
of general definitions of spirituality and some of them described their own spirituality 
and the extent to which they regarded themselves as spiritual. This category has been
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split into two sub-categories: 1) the range of spiritual concepts and 2) the overlap
between spirituality and therapy.
1) The range of spiritual concepts
For some participants spirituality was equated with religion. That is very much 
reflected in previous literature (Swinton, 2001). They saw the connection to God or a 
Higher Being as an essential component of spirituality. For example, Maria said:
I think that umm having an affiliation or some sort of belief in a kind of Greater 
Being, may that be God or anything else for that matter, would be my definition 
of spirituality.
A few participants felt that spirituality also includes people’s effort to find meaning in 
their lives which is an idea that is well documented (Frankl, 1984):
To have a definition that is kind of useful one is really talking about more 
existential issues, issues of kind of meaning for people, profound meaning in 
terms of purpose of life. (Greg)
I view spirituality, I suppose it’s people’s attempt to make meaning out of life. 
(Maria)
Martin felt that spirituality can also be seen as “referring more to direct experience of 
things like acceptance or hmm meditative states hmm yeah, very very difficult to 
define. But I’ll see it here as kind of more direct experience that you have with 
yourself and the world, other people”. This view of spirituality (as a direct experience 
through meditation of acceptance, connection with others and peace) has been noted 
in the qualitative accounts of clinical psychologists (Crossley & Salter, 2005) and in 
other published studies (Mack, 1994; Shafranske, & Gorsuch, 1984).
The definitions of spirituality held by the participants were reported to affect how they 
viewed what they were doing in therapy.
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2) The overlap between spirituality and therapy
A couple of participants felt that spirituality and therapy are related in some way as 
they felt that sometimes what they were doing in therapy could be seen as spiritual. 
Greg in particular felt that there were times in therapy that had a spiritual feel to them:
It’s so difficult because it comes back to this whole thing about spirituality (and 
what it means) that you know ... you could say there are some moments where 
what you are doing (in therapy) is quite spiritual with people hmm. There’s 
spirituality, is about connection whether that’s with God or with ... that there are 
moments of great connection with people and there are moments were you feel a 
lot for patients hmm and in that respect I think you touch and are touched by 
people. (Greg)
What I’m trying to get at, is that somewhere there’s this vague spectrum from 
hard nosed empiricism through to spirituality where there is something that 
sometimes goes on in the room that has a has a slightly higher quality to it. 
(Greg)
During this part of the interview Greg appeared to be feeling confused and 
embarrassed (which I picked up from his non-verbal communication and tone of 
voice) about what spirituality means to him and how it relates to therapy, possibly 
because therapy is based on scientific evidence, whereas, spirituality is not. This could 
explain the uncertainty he seems to feel at times when what happens in CBT appears 
to have a spiritual quality to it. Suarez (2004) also found that therapists felt that there 
was a shared territory between spirituality and therapy.
Another participant felt that working overtly with spiritual issues in therapy is a 
difficult area as it is hard to distinguish between therapy and spiritual/religious 
ministry:
Well I find it, you know, it was, it was very helpful really for her (the client) I 
think and it was what she was wanting, but there were times when I was
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thinking, well, am I doing psychology or yeah, am I sort of verging on ministry, 
or you know, it was slightly it’s a difficult area. (Wendy)
Therefore, although Wendy felt that what they had done in therapy was useful for her 
client, Wendy was unsure about the boundaries between psychology or ministry which 
made her feel uncomfortable. At another point in her interview Wendy noted that she 
had had minimal training in spiritual issues during her clinical doctorate. There is a 
possibility that she may have felt uncomfortable by explicitly working with a clients’ 
spiritual concerns because she felt that she had not received enough training in this 
area.
The way that participants defined spirituality and the extent to which they saw 
themselves as being spiritual appeared to create a dilemma about whether spirituality 
and CBT can be integrated.
The dilemma of integrating spirituality into CBT
All of the participants agreed that spiritual issues need to be addressed in CBT. 
However, half of the participants did not agree with the word ‘integration’ as they felt 
that integration was not the issue. The participants who felt that the word integration 
was not the right one were not deeply spiritual and one was an atheist. This may have 
influenced how they interpreted the word integration.
This category has been split into four sub-categories: a) attitudes towards integration, 
b) the effect of psychologists’ spiritual beliefs and knowledge on the clients’ and the 
therapy, c) blocks to the integration and d) overcoming the blocks to the integration.
a) Attitudes towards integration
Some participants spoke about not being able to separate people’s spiritual beliefs as 
they are part of who clients are. They felt that clients’ spiritual views needed to be 
addressed. The participants believed that they needed to either directly ask their 
clients about those views or at least explore them when the clients brought them up:
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I don’t really think it’s really an issue of you can either integrate it or not hmm. 
If particularly if the focus is [] CBT [], people come along with difficulties and if 
it’s a holistic kind of pursuit you can’t partition of people’s religious beliefs. 
(Greg)
The participants noted that if their clients’ spiritual beliefs were not explored, it would 
be as though they would be leaving that part of their clients out of the therapy room 
which may make the therapy less beneficial for their clients.
Some interviewees felt that integration was not an issue. To them, it was important to 
address clients’ spiritual issues. They felt that spirituality was like any other belief 
clients hold e. g. political beliefs. Therefore, they felt that exploring the meaning of 
spirituality to the clients’ lives was very important, but they did not see that as 
integration. To them it was following the clients’ frame of reference. Evelyn noted 
that:
I would say that’s true (work with what is important to clients) of religion and 
spirituality as much as it’s true of anything else. I don’t see that as an exception 
to anything, like all sorts of beliefs about life []. I will go with what they want, 
what the meaning is for them.
I suppose the thing is that I don’t really have thoughts about combining 
spirituality with therapy []. It’s it’s something that I don’t see the need to 
combine. (Evelyn)
However, although Evelyn did not agree with the idea of ‘combination’ (or the word), 
she did also talk about the fact that if clients introduce spiritual issues she will always 
explore what it means to them and she will challenge them if she felt that was 
necessary. Evelyn reported that at times she asked clients whether they have a spiritual 
faith. Therefore, it appears that although she may not agree with the word integration 
she does work with these issues in therapy.
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Martin expressed the view that although there appeared to be room for integration 
between spirituality and CBT, he was unsure about the idea of integration as he felt 
that some spiritual traditions have a much longer tradition than CBT:
I wouldn’t see it as integration. They are not equal.
Martin appears to be referring to the integration as if it involves the combination of 
components that are equal in some way. Possibly, Martin might fear that the 
combination of two unequal elements (spirituality and CBT) could lead to one being 
taken over by the other. Thus, in this case he may be concerned that spirituality may 
transform CBT into a different type of therapy.
One participant did not agree with the integration of spirituality and CBT and she 
noted that she kept them separate. Julia possibly felt that their natures were too 
fundamentally different:
Generally I think I just don’t integrate it (spirituality) into therapy hmm at all. 
And I suppose partly, it’s because with CBT it’s evidence based on reality and 
sort of spirituality it’s kind of based so on on just a belief. You know, there isn’t 
any evidence for it. It doesn’t sort of fit somehow.
Thus, Julia did not explore spiritual issues with clients, except in certain 
circumstances where she felt it would be particularly helpful for her clients, for 
example in cases where clients have been bereaved. Julia seems to have constructed 
CBT as an evidence-based practice and to have taken its scientific basis as a fact. She 
then sees spirituality as based only on a belief which cannot be substantiated even 
though there is no evidence that refutes it.
b) The effect of psychologists’ spiritual beliefs and knowledge on the clients and the 
therapy
Participants felt that if the client and the therapist had similar spiritual beliefs, a 
mutual understanding may enable them to create a strong therapeutic alliance which 
would be helpful for clients.
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The psychologists felt that therapists’ beliefs may affect how they interpret their 
clients’ experiences (e. g. delusional), which created some anxiety among them as they 
felt that if these experiences were not interpreted correctly, the client may be affected 
negatively by that. Julia provided an example from her clinical practice:
I suppose there was another case of a trainee who was a bom again Christian. I 
remember her being at a place where I worked and she had somebody who was 
psychotic and they were kind of ... describing some psychotic experiences 
where God had done something and this girl was taking it all at face value. And 
kind, you know, kind of going, sort of going [] along with people’s beliefs if 
they are not damaging, but her view of it was, yes God was talking to that 
person. It wasn’t a delusion. Cause that’s what God does. And it kind of, I 
remember everyone (other staff) kind of thinking, what? You know this person 
is ill and, you know, it seemed like this person’s religion was kind of affecting 
very much how she viewed the person. Hmm, because she didn’t think these 
were psychotic symptoms. She thought, you know, this was a perfectly normal 
person you was having perfectly normal religious experiences.
We also need to take into account a client’s cultural background when interpreting 
spiritual experiences, as in some cultures a ‘normal’ spiritual experience may be 
considered a delusion in the West (Williams & Irving, 2001). This may have affected 
how the experience of the client in Julia's quotation was interpreted.
Some therapists were asked about their own beliefs by their clients. Their responses 
differed. Depending on the client, some would self-disclose in order to be honest and 
transparent with the client. Julia in particular underlined the fact that in some 
circumstances she would self disclose as she felt that it enhanced their therapy 
sessions:
I had a typical Catholic upbringing. I might self disclose to say, so did I and you 
might kind of straight away know what that feels like. So I might do that sort of
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thing. And I have done that before, where hmm just again to sort of try and 
strengthen the therapeutic relationship.
So Julia felt that sharing the fact that she is a Catholic fostered a greater understanding 
because her Catholic upbringing could position her as someone who understands that 
cultural context. She reported that all her experiences of self-disclosure had been 
received positively. Being transparent and open with clients is promoted in CBT 
(Beck, 2004).
The effect of psychologists’ spiritual beliefs and knowledge on the clients and the 
therapy appears to lead to blocks to the integration. This link will be discussed in more 
detail in the section below.
c) Blocks to the integration
Participants mentioned many hindrances to the integration of spirituality and CBT 
which appeared to affect their attitudes towards that integration and the way they 
worked with spiritual issues.
The main block to the integration, ‘level of compatibility between spirituality and 
CBT’ was mentioned by all the participants. Participants spoke about the fact that 
therapeutic approaches are incompatible in some way with faith traditions as they felt 
that CBT had an evidence base (Kosviner, 1994), whereas they felt that spirituality 
lacked evidence that can be measured objectively. They also mentioned that CBT had 
a concrete way of thinking, whereas spirituality went beyond that way of approaching 
thoughts:
Well I suppose it could be it could be almost like a clash in terms of the 
epistemological framework that sort of spirituality might be coming from a 
slightly different angle than a very concrete evidence based approach where 
CBT is coming from [] then I can see the clash I suppose with umm with 
spirituality perhaps looking at something that is much more beyond the concrete 
kind of a very concrete way of thinking about life. So the challenge would be 
challenging this. It would be difficult to hold them together. (Maria)
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The previous ideas are supported in the literature (Fallot, 2001; Freud, 1927; Heelas & 
Kohn, 1996). Heelas and Kohn (1996) proposed that many believe that psychotherapy 
is based in the scientific model and is in opposition to religion and spirituality.
Several participants seemed worried about the possibility of therapists’ beliefs 
impinging on the therapy and affecting the clients. Martin said:
There are some dangers [], if the therapist then takes on a whole set of 
assumptions and beliefs around the great importance of spirituality that can be 
another number that the therapist runs on the clients.
The concern about imposing the therapists’ beliefs on the client and the therapy is 
mentioned in the literature (Bergin, 1980; Tjeltveit, 1989; Shafranske & Gorsuch, 
1984; Williams & Irving, 2001). Tjeltveit (1989) suggested that psychotherapists and 
psychologists need to be aware of how their way of thinking affects how they make 
sense of their clients’ experiences as they may inadvertently inflict their own ideas on 
them. Williams & Irving (2001) proposed that values in therapy need to be there in 
order for change to be evoked in clients. Thus, maybe the use of reflexive techniques 
will aid therapists to become aware of their own spiritual value system.
Martin talked about the fact that some therapists and trainees may have strong 
spiritual beliefs which they feel are particularly important in their life. In turn, they 
may feel that these beliefs would also be helpful for their clients which could affect 
the therapy and interventions they make:
People who are training who have strong religious views and they said to me 
that ultimately they believe their client is struggling because they don’t have a 
religious view on things. (Martin)
Martin did not specifically feel this belief was that helpful and he struggled with that 
particular trainee. They explored together how helpful that belief was for his/her 
client.
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Most of the participants expressed a strong fear that, by either asking about their 
clients’ spirituality or by exploring it when their clients bring it up, they would be 
promoting specific spiritual beliefs. One participant also talked about the idea that if 
she produced a specific therapy that incorporated people’s spiritual beliefs, she would 
then be endorsing them in some way:
I think if I went deliberately out to create some sort of therapy that incorporated 
people’s religious beliefs more strongly that would [] (be) promoting that as a 
viable way to think which I don’t think is helpful. (Evelyn)
Evelyn’s view that creating a new type of therapy that combined spiritual or religious 
beliefs would not be helpful may have been influenced by the fact that she does not 
have spiritual beliefs (she is an atheist).
Many of the participants talked about having difficulties working with clients with 
‘fundamentalist’ religious beliefs as they feel that they are unable to work with them 
in therapy. Evelyn said that:
I [] find it very difficult to work with someone who is so fundamentalist because 
of what you say how is CBT is going to promote change if someone is stuck in 
believing a certain way and not being open to being challenged.
Working with people with fundamentalist spiritual beliefs could be very hard as their 
beliefs are very rigid and they are imposed by external systems (e. g. their Church and 
their priest). These beliefs are possibly different from less fundamentalist spiritual 
beliefs which may be more about people’s internal connection with God or the 
Universe.
A major practical drawback to the integration of spirituality and CBT is the lack of 
information available, especially in clinical and counselling psychologists’ training 
(Hage, 2006). Wendy talked about the fact that in her training (although it was a long 
time ago) spirituality was only briefly mentioned. Donald spoke about the lack of
130
inclusion of spiritual issues in training even though he graduated in the past five years. 
Others talked about being cautious about integrating spiritual ideas into CBT as they 
feel they do not have the training or support to be able to do that or guidelines on how 
to do it. This idea has been expressed in previous studies (Crossley & Salter, 2005; 
Suarez, 2004).
d) Overcoming the blocks to integration
Although all the interviewees talked about the fact that there are many blocks that 
hinder the integration of spirituality in CBT, a few noted that possibly some of them 
could be overcome.
Some participants mentioned that even though the natures of spirituality and CBT 
appear to be different, there are also some similarities between them. They felt that 
within CBT, beliefs that were not in accordance with the clients’ religion or spiritual 
faith could be challenged. Further, many participants noted that some forms of CBT 
are more flexible now and they do not push change as much as traditional CBT. This 
adaptation of the model has been noted in the literature (Leahy, 2001). Participants 
talked about the need for more training and for links to be set up between training 
institutions in order for them to learn from each other. Moreover, Wendy mentioned 
that she would appreciate the existence of more forums for psychologists to exchange 
views and experiences. She reported feeling quite isolated with her views and worried 
about integrating her spiritual beliefs within therapy.
The dilemma of integrating spirituality into CBT is closely linked to working with 
spirituality in CBT. The participants that had a positive attitude towards integration 
were more likely to explore spiritual issues with their clients and initiate the 
conversation about them. The participants that had a negative attitude towards the 
integration were often affected by some of the blocks that were analysed above. 
However, most of them were still able to work with their clients’ spiritual issues, by 
overcoming these blocks. The effect of psychologists’ spiritual beliefs and knowledge 
on clients and the therapy has a direct link to how they dealt with these views in 
therapy.
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3) Working with spirituality in CBT
All of the participants mentioned that they would work with spiritual issues if clients 
brought them up and some participants noted that at times they would ask clients 
about whether they had a faith. There were some situations in which spiritual concerns 
seemed more prominent.
This category has been split into 2 sub-categories: a) understanding and responding to 
spiritual issues and b) clients’ presenting issues.
a) Understanding and responding to spiritual issues
Most of the participants talked about exploring clients’ spirituality to find out what 
they meant to them. They also mentioned that they challenged those beliefs that were 
not in accordance with the clients’ faith. Participants mentioned that this could be 
done either by using their own background knowledge about Christianity (possibly 
using quotations and parables from the Bible) or other religions and spiritual faiths. 
For example, Greg said:
For example one guy again was a Christian and he had a lot of issues about 
getting angry ... Now given that I’ve got a reasonable understanding of 
Christianity, with somebody like that I would talk to them. Well, how do you 
account for say Christ in the Temple with the money lenders? Did he not get 
angry on that occasion? So there are times when I will bring up bits of their faith 
system, if I think that they are emphasising one idea giving it far greater 
preference to others.
Greg noted that he would bring in his knowledge about a particular faith to challenge 
a client. It appears to be quite a helpful way of working with spiritual issues (Propst, 
1996; Tan, 1996). However, he also emphasised that psychologists need to respect 
clients’ spiritual beliefs as it is possible that psychologists may affect clients’ views. 
This point is related to some of the blocks that were mentioned earlier, namely the 
possibility of psychologists’ spiritual beliefs impinging on clients.
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Some therapists mentioned that they asked clients about their spiritual beliefs. This is 
important because clients may not bring up spiritual issues as they feel it is not 
appropriate to discuss these issues in therapy (Hage, 2006).
Some of the participants talked about the fact that mindfulness is being integrated with 
CBT and they sounded quite positive about this progression. Martin mentioned that:
I think there is lots of room for integration and it is currently happening in 
mindfulness and the third way of CBT with approaches such as acceptance and 
commitment therapy or hmm you know aspects of Dialectical Behavioural 
Therapy.
Several participants mentioned that they often use Mindfulness in therapy if they feel 
that their clients would respond well to it and if they feel the clients’ presenting issues 
suit this type of way of working.
The psychologists said they often sought the advice of colleagues (Chaplains) if they 
had clients who had spiritual beliefs which the therapists did not know much about. At 
times, the psychologists also referred clients to their pastor or priest if they felt that 
their clients needed to get the help of someone in their spiritual community. This 
discussion with their ‘spiritual leader’ was then brought back into therapy and 
explored. Therefore, the psychologists worked with the client as far as they felt they 
could go and then they sought out the knowledge of a specialist in that area (Crossley 
& Salter, 2005; Fallot, 2001; Suarez, 2004).
b) Clients’ presenting issues
Some participants felt that integrating spirituality into CBT depended on, as Greg put 
it, “the individual hmm, what the presenting difficulty is”. He continued:
But if we take something like OCD (Obsessive Compulsive Disorder), very 
often that kind of magical thinking that people might have with that kind of 
condition ... So you know, if I ... if I don’t do this something bad will happen to
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another person, ... people’s religious beliefs can often be quite important in that, 
because it might be tied up. They might actually have ideas that there is some 
kind of system that sits behind the physical world that does mean that if you 
think something bad, if you fail to do something then bad will happen to others
The participants noted that their clients brought up a range of issues that are connected 
to their spirituality. These included palliative care, OCD, panic attacks, bereavement, 
loss of religious faith or less specific issues like finding meaning from life. Greg 
commented that:
At the other end of the spectrum you’ve got somebody who has very little time 
left to live and that’s not to say that for all those people spiritual issues are high 
on the agenda cause they are not. However, for a certain proportion of those 
people they are and absolutely central to anything you might do to help them 
with their distress around faith. And if you were to do anything as a therapist 
hmm you’d have to address those things.
In some circumstances the participants talked about exploring clients’ spiritual beliefs 
and at times introducing the topic of spirituality in therapy. Evelyn noted that:
One area commonly is ah people who have been bereaved might want to talk 
about what happens after life and talk about the after life and that’s a really good 
example where it’s not up to me to say sorry you are deluded there’s no afterlife. 
I’m very happy to work with whatever their beliefs and whatever happens to be 
helping them. So I might solicited say what do you believe happens, where do 
you feel your brother is now hmm and work with what they feel or believe. So 
I’m quite happy to do that so umm. So that would be where perhaps I might 
introduce it, where I felt it was therapeutic.
The last three issues appear to be common difficulties that therapists have encountered 
when dealing with clients’ spiritual issues (Suarez, 2004).
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Overview
This study intended to explore clinical and counselling psychologists’ perceptions and 
experiences of combining spirituality and CBT and to generate a localised theory, 
through the systematic analysis of the data, regarding the integration of spirituality 
and CBT.
Through the analysis of the data, three main categories emerged: 1) struggle to define 
spirituality, 2) the dilemma of integration of spirituality into CBT and 3) working with 
spirituality in CBT. A diagram of how each category and sub-category is linked has 
been produced which demonstrates the integration of spirituality and CBT (see 
Appendix G).
Some of the results from this study have been supported by previous research, namely 
the struggle to define spirituality issues due to its ambiguity and breadth of meaning 
(Crossley & Salter, 2005; Samuels, 1998; Suarez, 2004). The dilemma of integration 
of spirituality into CBT was mediated by the psychologists’ attitudes towards the 
integration, the effect of their spiritual beliefs and knowledge on the clients and the 
therapy, the blocks to integration and overcoming those blocks. The psychologists’ 
attitudes and the effect of their spiritual beliefs and knowledge on the clients and the 
therapy appears to be a theme that adds to previous research. One of the main barriers 
to integration was the lack of information and training in how to work with spiritual 
concerns in therapy. This was a core finding in previous studies as well (Crossley & 
Salter, 2005; Hage, 2006; Shafranske & Malony, 1990; Suarez, 2004). The third 
category was working with spiritual issues in an explicit way by exploring and 
challenging those that where in conflict to clients’ faith but at the same time being 
respectful of their beliefs (Crossley & Salter, 2005). Some participants talked about 
initiating the discussion around spirituality depending on the clients' presenting 
concerns. This is important as there is a ‘commonly accepted’ belief that clients 
become aware of topics that the therapists are not open to and tend to avoid exploring 
these areas (West, 2000). Although most of the participants agreed that exploring this 
area with clients was important, a few of them did not see this exploration as an
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integration of spirituality and CBT. They may have felt that integration meant that 
CBT would be altered in some way and it would become a different type of therapy.
One of the main differences between the results of this study and Suarez’s study 
(2004) was that the participants did not mention at all integrating their own spirituality 
within their therapeutic practice. This could reflect either the directive, time-limited 
nature of their therapeutic model, or it may have been influenced by the extent to 
which the participants considered themselves as spiritual.
This study has been important because it opened the debate regarding clinical and 
counselling psychologists’ views and experiences on working with spiritual issues in 
CBT and has pointed to the implications for therapeutic practice. However, the study 
was limited by the fact that the researcher did not carry out grounded theory to the 
point of category saturation.
The theoretical aspects developed from the evidence are that psychologists’ definition 
of spirituality affected whether they felt that spirituality could be integrated into CBT 
and whether spiritual issues could be worked with. The dilemma of integration of 
spirituality into CBT was mediated by the psychologists’ attitudes towards the 
integration, the effect of their spiritual beliefs and knowledge on the clients and the 
therapy, the blocks to integration and overcoming those blocks. If the psychologists 
agreed with the integration of spirituality with CBT and felt that they could overcome 
some of the blocks to the integration they subsequently tried to understand and 
respond to those issues. The issues that were brought up were palliative care, OCD, 
panic attacks, bereavement, loss of religious faith or less specific issues like finding 
meaning from life. However, the psychologists that did not agree with the integration 
were affected by issues that hindered that integration (level of compatibility between 
spirituality and CBT, the effect of psychologists’ spiritual beliefs and knowledge on 
the clients and the therapy, fear about promoting specific spiritual beliefs, difficulties 
working with clients with ‘fundamentalist’ religious beliefs and lack of information 
available in psychologists’ training).
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Future research needs to be carried out to find out the views and experiences regarding 
the integration of spirituality and CBT of clinical and counselling psychologists who 
work in the NHS in order to take into account the views and experiences of 
psychologists who work in more varied settings. Further research could investigate 
how psychologists from other religious and ethnic backgrounds (e. g. Muslim, Jewish, 
Buddhist) think about and attempt the integration of spirituality and CBT. Moreover, 
research which takes into account clients’ perspective of how their therapist has dealt 
with their spirituality needs to be carried out, as this will hopefully add to the 
preliminary theory that was produced in this study and create a clearer view of how 
spirituality could be integrated with CBT. It is important that the clients who are 
approached to take part in the study have been in therapy either in the NHS or in 
private practice as in this way a more varied sample might be collected.
This study demonstrates that psychologists find it very difficult to define spirituality in 
general and sometimes their own spirituality in particular. It seems important, 
therefore, for therapists to reflect on their spiritual views and biases in order to 
become aware of them and to thus minimise the negative effect that they could have 
on their clients, students and supervisees (Hage, 2006; Shafranske & Gorsuch, 1984; 
Tjeltveit, 1989). Moreover, the participants identified many barriers to the integration 
of spirituality and CBT and it seems important that some of these blocks are addressed 
in forums for psychologists so that some progress can be made. These barriers could 
also be addressed in training courses which could increase the amount of workshops 
that focus on spiritual issues. It should be pointed out, though, that some barriers to 
integration cannot be addressed as they relate to the different natures of CBT and 
spirituality.
Reflections on the research process
Carrying out the literature review on whether CBT and spirituality are compatible 
(Stamogiannou, 2005; unpublished literature review) enabled me to find out more 
about the issues surrounding the integration of spirituality and therapy and, more 
specifically, CBT. Based on my findings from that review I decided to carry out a 
qualitative research project to explore clinical and counselling psychologists’
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perceptions and experiences of combining spirituality CBT using grounded theory 
analysis. I felt it was important to carry out these interviews in order to find out first­
hand detailed information about psychologists' perceptions and experiences of the 
integration. Moreover, I have a personal interest in how this integration is possible and 
I hoped that these interviews would shed some light onto how I could go about 
undertaking it.
When I conducted my interviews I found that some of my interviewees became a little 
defensive, which made me anxious as I felt that maybe I was probing them too much 
with my questions. Therefore, I tried to be as gentle as I could with my questions and 
allow them time to think about their answers. I also wondered whether some of their 
answers were influenced by the fact that they assumed that I was particularly spiritual. 
One of the participants commented at the end of her interview that she was anxious 
not to upset me with her views which may have meant that she was ‘censoring’ her 
answers. This particular participant did not have a spiritual identity and had quite 
strong views about spirituality and religion. I felt frustrated by some of her answers 
which focused on the fact that religion was a delusion as there is no scientific 
evidence to support it. However, at the same time I was heartened by the fact that it 
seemed that the way she saw religion did not appear to affect the way she worked with 
it in therapy.
Through the research interviews I found out a lot about clinical and counselling 
psychologists’ views about the integration of spirituality and CBT, together with their 
views about spirituality and therapy in general. I was surprised by some of their 
experiences and ways of working as I had thought that fewer psychologists would 
have dealt with spiritual issues and that they would be more negative about the 
integration of spirituality and CBT. I was inspired by some of their ideas about 
integration. These confirmed some of the notions on integration that came up in 
previous literature, while they also added some new information to them. The 
difficulties and dilemmas that the interviewees encountered with integration gave me 
a sense of relief as I also had difficulties in thinking about and integrating spirituality 
within my therapeutic practice.
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During the first four interviews it occurred to me that the word ‘integration’ did not 
appear to be an appropriate term for what some of the participants were doing in 
therapy when clients brought up spiritual issues. This made me wonder whether it was 
my use of language, or whether it was the level of commitment to spirituality each 
participant had, that may have influenced how they dealt with spiritual issues in 
therapy. These thoughts alerted me to participants’ use of language in the remaining 
interviews.
The large amount of data I had collected and transcribed was initially daunting, 
though analysing it using grounded theory analysis was enjoyable and enabled me to 
make sense of it. While analysing the data I needed to be aware of my spiritual beliefs 
and views about the integration of spirituality and CBT so I could identify my own 
assumptions and values to recognise any affect they may have had on the categories. 
Below I present my own spiritual beliefs and views about the integration.
I was brought up in an Orthodox Christian way but I have never considered myself 
religious. I see myself as a fairly spiritual person as I have a personal relationship with 
God which I practice through prayer and meditation. I also feel that holding some 
values (e. g. courage, hope, creating meaning from experiences and love) enables me 
to move away from some of my everyday experiences and approach them from a 
different perspective. I have a particular interest in this topic as I would like to know 
how to integrate spiritual beliefs within CBT in order to improve my own therapeutic 
practice. I had felt that my own spiritual beliefs may have influenced the analysis of 
the data in some way. The fact that I am not religious may have affected the way I 
defined spirituality in the introduction, the questions I used in the interviews and how 
I conceptualised it in the analysis. I was careful to come up with interview questions 
that were open and would allow interviewees to talk about their own views of 
spirituality, exploring their beliefs and experiences of the integration of spirituality 
and CBT based on those views, as I was aware that I personally favour definitions of 
spirituality that do not include religion. Due to the fact that I prefer definitions of 
spirituality that do not include religion, I tended to favour ideas of integration that 
were based on this definition. However, as I was aware of my ‘agenda’ I tried to
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ensure that I analysed the data in a way that represented as many of my interviewees’ 
beliefs as possible.
The results of the study are interesting and shed some light on the topic of the possible 
integration of spirituality and CBT. However, retrospectively I have realised that it 
would have been beneficial to interview psychologists who also work in the NHS to 
gain a more varied sample. This issue has prompted me to think about carrying out a 
further qualitative study on the therapeutic experiences of clients who see themselves 
as particularly spiritual and who had CBT in the NHS and in private practice.
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Appendix B : Sam ple recruitm ent letter
lliana Stamogiannou
Counselling Psychologist in Training
School of Human Sciences
Department of Psychology
University of Surrey
Guildford
Surrey GU2 7XH
Name and address of potential participant 
Date
Dear (Name of potential participant)
‘An exploration o f Clinical and Counselling Psychologists’ perceptions and 
experiences o f  combining Spirituality and Cognitive Behavioural Therapy ’
My name is lliana Stamogiannou and I am currently in the second year of the 
Practitioner Doctorate in Counselling Psychology and Psychotherapy at the University 
of Surrey. As part of my course I am exploring how Clinical and Counselling 
Psychologists’ see the integration of Spirituality and Cognitive Behavioural Therapy 
and what is their experience of it. I am interested in interviewing Clinical and 
Counselling Psychologists who are working on a one to one. basis in private practice, 
who have been qualified for at least two years and who have been using Cognitive 
Behavioural Therapy (CBT) as their only or primary model of therapy. They do not 
need to have any religious or spiritual affiliation. If you feel that you fit the criteria 
for taking part in my study I would like to invite you to think about participating in it. 
If you do not fit my criteria but you know of someone who does and who might be
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interested in taking part, I would be extremely grateful if you could pass this 
information to them.
There is a lot of interest in the integration of spirituality and therapy, however, no 
previous studies have been carried out to explore Clinical and Counselling 
Psychologists’ views and experiences of combining spirituality and Cognitive 
Behavioural Therapy. The aim of this project is to investigate what Clinical and 
Counselling Psychologists think about the possibility of integrating Cognitive 
Behavioural therapy and spirituality, the ways in which that might happen, the 
difficulties that might occur and, if relevant, practitioners’ experiences of responding 
to spiritual issues and/or integrating them within a CBT framework. You will also be 
asked some questions about your views of spirituality. Finding out psychologists’ 
perceptions and experiences of integrating spirituality and CBT will hopefully spark 
the debate in this area and will explore whether and on what terms such integration is 
possible.
If you agree to participate you will be asked to take part in a one to one interview with 
me which will take about one hour and which will be carried out at a time and place 
that is suitable for you. Each interview will be audio taped and then transcribed by me. 
All information which is collected during the course of the research will be kept 
strictly confidential. Any information about you will have your name removed or 
altered so that you cannot be recognised from it. All data will be treated in accordance 
with the 1998 Data Protection Act. The transcript, consent form and tape will be kept 
in a safe place and the tape will be erased after the doctorate has been submitted.
If, at any stage you decide that you do not want to carry on with the study you may 
withdraw without giving an explanation. The data collected from the interviews will 
be written up and submitted for my Doctoral course and also possibly for publication. 
We can arrange for you to receive a copy of the research after it has been submitted.
If you would like to find out more information about this study or would like to 
participate in it please contact me via the address above or via e-mail 
(psml is@surrev.ac.uk!
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Yours sincerely
Iliana Stamogiannou 
Counselling psychologist in training
Appendix C: Consent Form
Title of Project:
‘An exploration o f Clinical and Counselling Psychologists’ perceptions and
experiences o f  combining Spirituality and Cognitive Behavioural Therapy. ’
Name of Researcher:
Iliana Stamogiannou
1. I confirm that I have read and understood the letter sent to me for the above study
and have had the opportunity to ask questions.
2. I understand that all personal information relating to participants is held and
processed in the strictest confidence and in accordance with the Data Protection 
Act (1998). I agree I will not seek to restrict the use of the results of the study on 
the understanding that my anonymity is preserved.
3. I understand that my participation is voluntary and that I am free to withdraw at
any time, without giving any reason and without prejudice.
4. I can confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions.
Name of Participant Date Signature
Name of Participant Date Signature
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Appendix D: Demographics questionnaire
1. Age :
2. Are you: Male Female
3. Ethnicity:
White British I— I
Irish I— I
Any other White background (please write in):
White and Black Caribbean |— |
White and Black African |— |
White and Asian □
Any other Mixed background (please write in):
Indian j——j
Bagladeshi □
Pakistani □
Any other Asian background (please write in):
Caribbean □
□African
Any other Black background (please write in):
Chinese □
Any other (please write in):
4. What is your religion?
None
Christian (including Church of England, Catholic, Protestant and all other Christian 
denominations)
Buddhist
Hindu
Jewish
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Muslim | |
Sikh |2 2
Any other religion (please write in):
How often do you attend a place of worship? 
Once a week | |
More than once a week | |
Once a month | |
Once a year | |
4. Current job title: ___________________
5. What therapeutic models have you been trained in?
6. What therapeutic models have you practiced?
7. What therapeutic model are you practicing at the moment?
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8. For how long have you been practicing in this model?
Appendix E: Interview schedule
[] notes to myself
To begin with I will introduce myself and the aims of the research project. I will 
go through confidentiality issues and answer any questions the interviewee may 
have. I will obtain informed consent for their participation in the study and ask the 
interviewee to fill in the demographics questionnaire.
1. Spirituality
• First of all, I will ask you some general questions about spirituality. I want 
to acknowledge, though, that spirituality can be a difficult topic to talk 
about or even define, so, if you feel you need a little time to think about 
some of the questions that I ask, that’s perfectly fine. As you know, in this 
research I’m interested in gathering the views of CBT practitioners, 
regardless of whether they see themselves as spiritual or not.
• So, to begin with, how would you define ‘spirituality’?
[Ascertain the sources of any definitions offered, especially determining 
the extent to which definitions are based on personal sources/experiences 
or professional or other sources]
To what extent would you see yourself as having a spirituality?
• [If they see themselves as having a spirituality to some extent] I wonder 
how you see your own spirituality.
[Elicit information about whether spirituality involves a connection to God or 
the Universe, whether it’s connected to values or to mystical experiences]
157
• Do you engage in what might be considered spiritual practices?
[e. g. praying, meditating, chanting, singing hymns; try to find out how
important they are to them and how they affect their lives.]
• Aside from the practices that you have identified [if they have], have you 
had any experiences that you might regard as spiritual?
[e. g. a sense of oneness with the universe, an out of body experience; try to 
obtain information about their frequency and the meaning ascribed to them.]
2. Integrating spirituality and other therapeutic approaches
• What do you think about combining spirituality and psychotherapy?
• What are the advantages and disadvantages of integrating them?
3. Integrating spirituality and CBT
[From this point onwards, I will check occasionally the definition of 
spirituality that the participant is working with]
• Turning now to professional contexts, have any of your clients asked you 
questions about spirituality or brought up issues regarding spirituality?
[Find out the context in which spiritual issues were raised, how they raised 
these issues and the type of things they asked].
If  yes
• How did you respond?
[Find out what they think made them respond in the way they did, how they 
felt about their responses and what they think made them feel like that]
[If they indicate some level of dissatisfaction with how they responded, ask 
them what they think, in retrospect, might have been a better way to have 
responded and why]
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The next questions apply whether or not the participant has worked with
clients who have raised issues of spirituality:
• We’re now going to move to a more general level but do draw upon/keep 
on drawing upon your experiences and the experiences of others, where 
relevant, in answering the next few questions.
How possible do you think it is to integrate spirituality and Cognitive 
Behavioural Therapy?
If not possible: What makes you say that?
[Find out about whether it is something about the differences in the nature 
between CBT (e. g. seeking change) and spirituality (e. g. not seeking change); 
context, lack of training. Relate back to answers that they gave in response to 
earlier questions on the integration of spirituality and other therapeutic 
approaches. If they believed integration was possible with other approaches, 
ask them to identify what makes integration particularly difficult in the case of 
CBT].
What might it take to overcome the barriers to integration that you identify?
If  possible (to the integration with CBT):
• How do you think the integration could be achieved?
[Elicit information about whether they think the integration involves their own 
spirituality (e. g. by praying for clients) or their clients’ spirituality (e. g. 
carrying out a visualisation that involves God or Jesus or any other religious 
figure)].
• If you have had experience of integrating them, please describe what the 
integration involved (giving examples with clients).
159
• I wonder whether you faced any challenges or dilemmas in the integration. 
[Try to find out about issues related to training, therapeutic context, 
supervision, integrating different forms of spirituality, etc].
If yes
• What did the challenges involve?
[Try to find out whether they worked with clients who had different spiritual 
views to them and how they dealt with that].
[If the participant has not attended in specific terms to the perceived 
advantages and disadvantages of integrating spirituality and CBT in response 
to earlier questions, ask about this dimension here, first summarising what they 
have already said on this issue and then inviting them to elaborate. What do 
you think are the advantages and disadvantages of integrating spirituality and 
CBT?]
If  no
• What do you think are the advantages and disadvantages of integrating 
spirituality and CBT? [see above]
• Do you think there is an optimal way of responding to issues of spirituality 
within a Cognitive Behavioural framework?
What makes you say that?
[If yes] What do you think would be gained by responding in that way -  
for the client? For the therapist?
Ending
• These are all the questions I have got. Would you like to add anything that 
I did not ask you about?
• How did you find the questions that I asked?
• Thank you for taking part in this interview.
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General prompts for further information
Could you tell me a little more about that?
Could you explain that a little more just to make it clearer for me? 
How did you feel about that?
Can you give me an example of that?
What makes you say that?
How helpful do you find that?
How do you make sense of that?
Appendix F: Interview transcript
Interview 4 4/04/06
Keys:
R: researcher 
I: interviewee 
... : silence 
[]: inaudible word/s
Demographic information was taken
R: I’d like to ask you some general questions about spirituality but I’d like to 
acknowledge that it is quite a difficult topic to talk about so if you’d like to take time 
over any questions I ask please do.
I: Okay
R: As you know I’m interested in gathering views of CBT practitioners regardless of 
whether they are spiritual or not. I wondered how you define spirituality?
I: Oh wow, that’s that’s really difficult hmm ... I mean it’s easier to def define the 
religion and religious beliefs as it is to define spirituality. And I guess that the 
difference might be is spirituality referring more to direct experience of things like 
acceptance or hmm meditative states hmm yeah, very very difficult to define. But I’ll 
see it here as kind of more direct experience that you have with yourself and the 
world, other people and perhaps religion being beliefs or statements about what that 
might ultimately mean. I don’t know whether that’s enough for you (laughed)
R: yeah []. I wondered to what extent you see yourself as having a spirituality?
I: Hmm, not in a kind of clearly defined way hm m  if it is at all hmm again it’s
easier to talk around religion. I was brought up Catholic but don’t consider myself a 
Catholic. I’m more drawn to things like meditative disciplines. Hmm I get some sense 
of spirituality through practicing Tai Chi which again mainly about acceptance and 
kind of being in your body in a kind of state of flow hmm to some degree through 
there. But it’s not something I would kind of put incorporate it into any kind of 
statement of my identity that you know I’m a spiritual person. It’s not really hmm it’s 
not salient for me in that kind of way.
R: So it sounds like you have sort of an affiliation to kind of meditative practices,
I: To some very lose kind of way 
R: but it’s not part of your identity
I: not really. Tai Chi is, but it’s much more than being a spiritual discipline. But it 
equally has the aspect of hitting someone on the head (laughed). Hmm yeah it does 
have the spiritual aspect and there are certainly some strong meditative components 
but it’s it’s all sorts of things.
R: That’s absolutely fine. I wonder if you engage in any spiritual practices?
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I: Not formally. Tai Chi would be about the closest that I would get to. Hmm I’ve 
done different sorts of meditation in the past but not not currently. No kind of formal 
deliberate practice. I guess you know mindfulness relates to the Tai Chi hmm and 
again I wouldn’t state, now I’m going to practice mindfulness today.
R: So you don’t have a regular practice.
I: No
R: But it sounds like it’s something that informs your everyday living?
I: Yeah the Tai Chi is kind of mindfulness in movement so and I’ll try to practice that 
very regularly but you know I just feel I’m just practicing Tai Chi rather than anything 
hugely spiritual.
R: and I wonder whether you have had any experiences that you might regard as 
spiritual?
I: Spiritual? H m m  yeah I mean again I’d have to say yes (hesitantly) hmm some
experiences of again doing Tai Chi where it kind of, you have a very kind of altered 
experience where you go from the movements are very complicated and if you have 
learned them after a while you get to a point were in Tai Chi the movements kind of 
happen without your voluntary, cause you can’t direct them with your consciousness, 
cause it’s too complicated. So, you have this strange experience of you just being kind 
of fused in some way with Tai Chi movements and that’s the inner state of flow and 
particularly if you do it in a group of people everyone seems to be dependent on 
everyone in the group also reaching that possibility and that was pretty weird 
(laughed) I guess more generally there 
R: In what way? Sorry in what way was it weird?
I: Hmm just that the whole group was moving as one and you got the sense that 
everyone else wasn’t thinking consciously trying to think what move is next but that 
things were unfolding. It was just completely silent hmm, yes and we were at one with 
the group and with the Tai Chi movements and your concentration was very tight. 
You weren’t just off with the fairies or anything hmm so you know it was disciplined. 
But yet you weren’t kind of directing things very consciously, figuring it out. So your 
problem solving mind gets switched off for for whatever period of time that was. 
Hmm [] spiritual is more to do with walking in nature and a couple of times I am in 
Australia walking in a forest which is kind of pretty much a primeval forest with huge 
huge trees and it had been very very quiet and again I was in a slightly altered state or 
being by the ocean. But again but not overpowering spiritual experiences were I 
thought you know wow this is a great spiritual experience. It’s more, you know much 
quieter than that, in kind of more ordinary. It didn’t change my life (laughed). Hmm as 
pleasant and you know still meaningful as it was.
R: Okay we’ll move on to the integration of spirituality and therapy in general.
I: Sure, sure.
R: I wonder what your views are about the advantages and disadvantages of 
integrating spirituality into therapeutic practice.
I: Hmm well there are, again it depends on what your definition of spirituality is. If 
you include this kind o f  movement towards openness or acceptance, the ability to be 
with experience which I would I guess I would include it under spirituality. Again I 
don’t think it’s just that, hmm, then I think there is lots of room for integration and it 
is currently happening in mindfulness and the third way of CBT with approaches such 
as acceptance and commitment therapy or hmm you know aspects of Dialectical 
Behavioural Therapy. They are using ideas from Zen Buddhism and mindfulness. I 
think there is a huge experience, a huge possibility for integration cause [] in people
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who are struggling with difficulties, emotional or otherwise, one of the things they 
find very difficult to do is to stay with their own particularly emotional experience. 
They kind of transform it into other things through catastrophising it or just simply not 
being able to stay with. So those sorts of strategies can be very helpful in teaching 
people to be a bit more grounded in their body. A bit more open to what their 
experience might be telling them. Hmm yes I think it’s very useful. There are, there 
are some dangers in the sense of again it boards towards, if religiosity if the therapist 
then takes on a whole set of assumptions and beliefs around the the great importance 
of spirituality hmm that can be another number that the therapist runs on the clients 
hmm. In the same that having a certain set of political beliefs might be used in a more 
kind of abusive subtlety abusive kind of way. So hmm I’m going to be a bit you know 
hesitant around kind of happy flappy spiritual therapists CBT or otherwise who feel 
the answer is to be found in spiritual disciplines and what we’ve been doing all along 
is you know not the right thing. But now we’ve found the spiritual answer to 
psychopathology. It’s that’s just boring from one point of view anyway that I think 
does have danger. So [] I don’t think that’s happening too much. The people who are 
doing mindfulness work for instance have been fairly careful and rigorous in doing 
kind of basic research on [] so
R: So it sounds like you kind of agree with the idea of integrating mindfulness into 
therapy in general, CBT specifically.
I: Yeah
R: But, a little bit worried about the fact that some therapists might be imposing those 
spiritual values on their clients?
I: I wouldn’t say I’m worried. I think there is a potential for that. I suspect that the 
therapists who are at risk of doing that might be at risk of doing that with other things 
if they have strong political views for instance hmm. I don’t think it’s necessarily the 
spiritual aspects themselves that are particularly dangerous. It’s just you know if 
someone’s going to impose ideas of how you should be then spirituality and 
historically is going to [] to people anyway it would be one ideas where that would be 
imposed hmm. So as long as it’s done in a kind of fairly careful, sceptical, open way, I 
have no problem with it at all.
R: Now just moving on to more professional contexts 
I: Sure
R: and I wondered if you’ve had any clients who’ve asked you questions about 
spirituality or brought up issues about spirituality and how you dealt with them.
I: Very rarely hmm that I’ve had clients make assumptions about me and assume they 
do every therapist. So I’ve had clients who say things like you are very spiritual or 
you ... seem very Zen like. Do you meditate before the session? Those sorts of things 
which always strike me you know a bit by surprise that I’ll be perceived as very Zen 
like (laughed) knowing the degree of anxiety that I live with (laughed). So I can’t, I’m 
not sure how I dealt with those things. I mean I would tend ... if it was a direct 
question like, do you meditate before the session my bias would be to just give a 
straight answer, which is no. But if that’s the way the client sees me as very Zen like 
that’s often saying something about what they might like to see me as for all sort of 
reasons. We may be interested in that or it might not be relevant at all according to 
what the main focus is. Hmm ... I don’t recall any time where it’s been a real focus 
for the session. I’ve had sessions when the clients have been focused on ... I guess 
you could call them spiritual aspects but when the concern has been on my spiritual 
beliefs so much hmm again religious if you bring religion into it maybe it’s more
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interesting. I have seen clients who are charismatic Christians not that they are 
charismatic but they are Evangelicals or something like that and hmm decided after 
they seeing me for some time decided that they really should convert me into being a 
bom again Christian 
R: Right
I: (laughed loudly) but I would call that religiosity rather than spirituality 
R: I see you would see a distinction
I: I would see that yeah ... Maybe there’s not I don’t know, maybe it’s an artificial 
distinction but hmm clients didn’t get very far with the conversion anyway (laughed). 
R: So it sounds like you’ve had a few clients who’ve asked you particular questions 
about your spirituality 
I: Yeah
R: and I wondered and you’ve said that there haven’t been any particular 
circumstances where they’ve been the focus maybe of your sessions but I wondered if 
they’ve brought things up at all in any way about their own spirituality.
I: When the clients have brought up aspects of their own? Yes certainly ... again you 
know clients who are questioning their relationship you know with their, with God 
hmm. One client in particular comes to mind who ... We were doing fairly straight 
CBT for Panic Disorder and things and she had been very, quite a spiritual person 
Catholic and was convinced that God now had rejected her hmm and wouldn’t go to 
Church and would experience panic you know in moving towards the Church. So the 
work was really focused around well does that actually fit with her understanding of 
God and does God tend to reject people and not want them to come home. Hmm you 
know even experiments around talking to the Priest and all those sorts of things. [] it 
was her spirituality there and was worked with quite directly hmm. And other clients 
reporting experiences that they would understand as being spiritual experiences and it 
wasn’t problematic in any way. It just kind of be open to exploring to exploring what 
that meant for the client and hmm you know they tended on the whole being fairly 
positive experiences rather than negative.
R: Hmm ... Let’s just go to a slightly more general level hmm to draw upon your 
experience or the experience of others. I wonder whether you think there is an optimal 
way of hmm responding to issues of spirituality within a CBT framework.
I : .......... an optimal way of responding to spiritual issues? Or spirituality and CBT. I
guess mainly firstly ideally the therapist will be open to whatever the client brings 
hmm and whatever the client finds in their spiritual experience be they call a few 
clients may not call it spiritual hmm. And so I think optimally the therapist will be 
open to the way the client experiences that and stay with what the client brings. Again, 
hopefully, without imposing a particular set of meanings that that’s a spiritual 
experience or no that’s a sign that this person is about to go psychotic (laughed) hmm 
yeah. And to avoid I think yes to avoid imposing a particular set of meanings, value 
on that experience, positive or negative hmm either attaching great importance to it or 
this is a sign my client is developing or or a sign that the client has poor ego 
boundaries or whatever you’d like to call it. Yeah, to remain open and staying staying 
with the client.
R: Hmm so it’s very much responding to what the client is bringing 
I: yeah
R: and staying within their frame of reference.
I: Basically yeah
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R : .........now I wonder what your views are about integrating CBT and spirituality.
You’ve touched on it a little be earlier when we were talking about 
I: Yes
R: Mindfulness and I wondered if you had anything more to add to that?
I: Hmm ... I think it’s a little be arrogant on the part of CBT practitioners to think of 
themselves of integrating spiritual practices to CBT. Spiritual practices like say Zen 
Buddhism are rather older than CBT and they have their own history and their own 
cultural contexts and meanings and CBT is a particular discipline. It’s not much more 
than what 50, 60 years old hmm so I’m fairly hesitant about the idea of integrating. 
We might be able to ... I’d see it more about drawing inspiration from spiritual 
disciplines and if you are going to keep within the CBT frame the difference is you’d 
be wanting to do some form of empirically based research and that’s what is really 
going to change things. Hmm so I wouldn’t see it as an integration. They are not, they 
are not equal (laughed). Spiritual disciplines are far more rich in that sense hmm 
integrated with all sorts of cultural meanings and language. In a way CBT is also 
culturally based but it’s a lot smaller concern and it’s historically, it’s something that’s 
far more about specific problem solving and it would tend to use mindfulness in that 
kind of way. But originally Mindfulness is being incorporated in order to help people 
relapse less frequently into depression. It’s rather specific goal hmm and spiritual 
traditions obviously have much greater, broader goals and concerns than just that so 
hmm I don’t think integration is the right word.
R: I mean you talked about drawing inspiration from it 
I: Yeah
R: and maybe picking things out from it and using it with CBT?
I: Yeah, yes I mean if we notice that people for instance who are involved in spiritual 
disciplines you know, lets say Zen monks for instance they seemed pretty chilled, they 
seem less prone to having panic attacks hmm or getting disturbed emotionally in all 
sorts of ways. That’s that’s very interesting. We should be interested to know [] well 
what is that. What’s going on there and is there things we control other than that. I do 
think that if then in the process of importing that into a therapeutic encounter 
particular from a CBT one which is again going to be more interested in the empirical 
basis of things. There’s going to be transformed CBT practitioner is not a Zen monk, 
is not a spiritual master and should not be wanting to take up that type of role with 
their clients hmm. But if there are some strategies that could be useful why not look at 
how that might be incorporated hmm. But I think that once they’ve been taken out of 
their context they are, they are changed.
R: Hmm, in what way?
I: well I think of say the meaning of say a meditation practice has a whole, a whole set 
of meanings embedded within say Buddhist philosophy and Eastern culture. And you 
know if you were going to do that in you know North West London in therapy it’s not 
going to have the kind of same cultural resonance and it’s just just to be aware of that 
I think hmm perhaps some of the power of the spiritual discipline models should be 
related to the context in which it is practiced. Kind of supports that your client 
working in you know Harlsden has for sustaining a meditation practice might be a lot 
less, not saying it’s not useful, but ... I wouldn’t want to be naïve about it either ... 
And also no one coming to see the CBT practitioner to become enlightened, to reach 
fulfilment. If they are perhaps they need to be referred on to the local Buddhist centre 
hmm. If they are coming for help with phobia or to be a little, be less depressed and 
that’s absolutely fine.
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R: So it sounds like you would work with clients hmmm ... working on bringing their 
spirituality into things, if that was the right thing for them.
I: If that was already there for them 
R: Yeah
I: and that was their goal and they wanted to bring that I have no hesitation in staying 
with that and exploring what it means for them. I I wouldn’t be willing, if a client 
comes to me and they complain of panic disorder and spiritual issues are just not there 
for them, I’m not going to introduce a topic of spirituality into work. It just seems this 
is not what it’s about. If there might be an exercise which is about, for instance 
monitoring their breathing and learn to just stay with it. Breathing without 
catastrophising what the breathing means that could be quite useful. Now it’s very 
borderline whether you’d like to call that spiritual or not. I probably wouldn’t, even 
though the idea is staying with your breath has a long tradition in some spiritual 
disciplines.
R: Maybe, it sounds like it might be something about using the technique, if you’d 
like to call it a technique.
I: Yes I’d call it that. Yeah, but I’d probably say that as soon, as soon as it becomes a 
technique it’s divorced from it’s cultural context. I don’t think it is anymore this kind 
of spiritual practice. Hmm unless the client believes it to be so and wants to look at it 
that way .
R: So it’s very much about staying with what the client is bringing 
I: Yeah
R: and if it’s right then you work with it [].
I: Yeah
R: So you wouldn’t introduce it.
I: Yeah
R : ......... I’m just checking whether I’ve asked you everything I’ve got here.
I: Yeah
R: ... We talked about the fact that you don’t see it really as an integration of 
spirituality with CBT. It’s just kind of drawing on some of the practices that they use. 
Now then looking at whether you can integrate it or use spirituality within CBT some 
people think that there is a challenge then in the sense that there is a difference in the 
nature between CBT and spirituality. I wondered what your opinions about that are.
I: The difference in the nature ... between
R: Yes, so CBT is more about, generally it’s more about changing behaviour whereas 
spirituality is about not seeking change and allowing things to be 
I: Yeah
R: in in sort of a broad way
I: Yes, it’s slightly paradoxical ... hmm cause I think often the change that say CBT is 
looking for hmm is yes on one level it’s a change in behaviour. But, it’s very much 
also a change in beliefs, cognitions and kind of attitudes and orientation to your self 
and to the world and often that change is going to be more in the direction of not 
needing to push for change hmm. So there is still an overlap. It’s it’s a bit paradoxical 
but, so I wouldn’t see them as totally opposite. Spiritual discipline is more about 
cultivating acceptance and openness. In the beginning CBT is more about altering say 
specific beliefs that aren’t helpful but they do kind of point in the direction that 
perhaps it’s ultimately more helpful to take on a position of accepting your emotional 
experience and not demanding that should be away and not be there. That’s kind of 
counterproductive in some way. So there is there is overlap. I don’t think that they
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actually do conflict. And this is all the whole fuss behind the third way of CBT is 
about. It’s about giving up what they call the control agenda but actually the earlier 
CBT’s emphasis on controlling thoughts, on controlling behaviour is in some way 
counterproductive. Hmm because ultimately, it might be useful for certain problems 
and certain times but hm is more effective method is to actually question that need for 
controlling your own experience. But I happen to agree with that, I think there is a lot 
in the third way of approaches to CBT. They do very much overlap with spiritual 
traditions but I would, again I hesitate to say therefore the third way of CBT is 
spiritual. Hmm I’d prefer not to say that (laughed), not to see it in that way. And 
maybe that’s challenging you know aspects of my own identity or it does not make me 
feel not very comfortable. But I think it’s more the starts to get, to sound arrogant, 
really. Yeah, so no I don’t see them as hugely contradictory.
R: Hmm, so you see an overlap between them and you see them as working together 
on some level.
I: Yes, they are coming from such different places, hmm cultural contexts, history, 
initial purpose, a whole kind of CBT being empirically based. Ultimately the hope is 
that it’s a science and spirituality means all sorts of things. I don’t think CBT should 
be aspiring to be a spiritual discipline. Goodness that would just sounds awful, that 
sounds frightening. I will resign (laughed)! CBT practitioners wearing robes and 
growing long beards. It’s a very frightening thought really (laughed) and I can’t see 
that ever happening.
R: H m m  and you talked about some examples of working with clients who
brought up issues, their own issues of spirituality.
I: Hmm
R: and I wondered, you talked about the fact that they were quite positive experiences. 
I wondered if you faced any challenges at all while working.
I: wouldn’t say there was a challenge. My client who felt rejected by God. That was 
clearly a hugely negative experience for her and she was very very distressed very 
much and it triggered all sorts of concerns around abandonment. So she felt not just 
abandoned by specific people but you know by God hmm and was hugely hugely 
distressed by that. And whether it was possible, having come form a Catholic 
background myself to get some sense of where she was coming from with that. So to 
know the scriptural aspects of that, I was in a position to actually, again asking her to 
challenge her own thinking. Does that actually fit with what she believes? Hmm, 
ultimately it was quite a satisfying piece of work. It was challenging. It’s not very nice 
to kind of sit with a client who I’ve known for quite a while, feeling that she is so 
awful that even God would reject her. Hmm ... but but it wasn’t personally 
challenging. It didn’t bring up hmm my own concerns about whether God has rejected 
me. Hmm I don’t know that’s what you were chasing.
R: Hmm, slightly different, sometimes hmm some people think that because they have 
different spiritual or religious beliefs to the client that that brings up problems for 
them.
I: Oh, okay
R: challenges I wonder whether []
I: No, I think part of any therapeutic model hmm, CBT included is, hmm the challenge 
of the therapist is to be as open as possible otherness, hmm so yes I mean that was an 
example of a client who coming from a similar religious background. Another client 
who was Muslim that had obsessive thoughts in his head. Basically, it said things like 
fuck God and for him it meant that he was going to Hell and he was pretty stuck on
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that and I ... personally don’t have an Islamic faith but again it’s I could find some 
way relating to that. So I don’t kind of, I’ve never had an experience where a client 
has had such a different religious views that I couldn’t kind of appreciate it to some 
degree. Even my kind of Evangelical Christian clients who wish to convert me and 
they are convinced that if I don’t I’m going to Hell hmm, I’m I’m more likely to 
respond with degree of amusement that to be personally upset hmm by that hmm ... 
yeah maybe because I’m too kind of sloppy liberal (laughed). It’s kind of hard for me 
to get too upset with someone who’s got a strong religious view that is different from 
my own. I’ve not found it something that’s upset me in any way.
R: Well, it sounds like the experiences you’ve had you’ve been able to work with 
what the client has brought and it hasn’t conflicted with your own views.
I: Yes, I mean I don’t have strong, I don’t feel I have any idea of what the truth is for 
instance. And you know if I did I could see that that could be a problem, if I had a 
particular spiritual or religious belief and then my client came to see me and I can and 
I had a spiritual experience I was struggling with and interpreting a certain way 
perhaps I then [] be in a position to say what the problem is that they are not seeing 
this as what it is that the Lord Jesus Christ is calling to them, not the Buddha and this 
is were they’ve got a problem and they need to head down to the local Salvation 
Army, grab a new hat [] and everything will be fine (laughed). I, yeah, I just can’t 
imagine that (laughed). Hmm I come across this in supervisees every now and again. 
People who are training who have strong religious views and they said to me that 
ultimately they believe their client is struggling because they don’t have a religious 
view on things and I’ve kind of struggled with the student to say well actually is this a 
helpful position to take up. I’ve not, yeah, as as yet so far I’ve not yet encountered that 
(his phone started ringing). I’ll turn it down.
R: You can answer it.
I: It’s all right.
R: Hmm, these are all the questions I’ve got. I wondered if you wanted to add 
anything.
I: No, no (his mobile started ringing). I better answer this since they are pursuing me 
(I stopped the tape during his phone conversation). I don’t know whether I’ve been a 
good interviewee for you, yeah 
R: What’s your concern?
I: Well, my concern is ... I, in terms of my orientation to therapeutic models ... I 
almost don’t believe any of them (laughed), CBT included. Hmm so ..., I’ve been 
trained in CBT and existential therapy. I probably have towards the existential 
approach but that kind of leads me to be sceptical towards CBT. Hmm it’s kind of 
hard to think that I would get into a conflict between say the beliefs of CBT and say 
spiritual beliefs on the other. Hmm if there are contradictions I don’t really care 
(laughed). They are fine. Hmm or yeah and if I was to struggle with a client with 
spiritual beliefs my assumption would be that’s really my problem and I need to 
address that. It’s not with the spiritual beliefs of the client and it’s probably not in the 
model. It’s probably me having a reaction which could have all sorts of meanings to it. 
So I would tend not to conceptualise it in any kind of clear way that says that the 
client need to do such and such or there is a conflict between the models. So ... hmm 
... and I guess that kind of puts me in a certain kind of philosophy anyway doesn’t it, 
to have a kind of sceptical stance towards things. Hmm and I would probably bring 
that into therapy as well. So like open scepticism would be my approach which I think
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has a a spiritual background in Stoicism and all these sorts of things. Scepticism, 
which is part of the heritage of CBT and existential therapy hmm 
R: it sounds like you are open to different types of therapies
I: Yeah, even though sceptical, I think there is a lot of rubbish in all sorts. CBT is full 
of crap, existential therapy is full of mindless woffle (laughed), psychoanalysis is a 
big pile of theoretical poo really (laughed). Really we just talk a lot of nonsense all the 
time (laughed). The poor clients you know. Come to see people who spend most of 
their time worrying and arguing with each other about complete nonsense. But you 
know spiritual beliefs and religious beliefs you know are [] at war with each other. 
You know killed each other over those sorts of differences. So it’s all, something to be 
rather hesitant about, adopting any kind of very strong position, one way or the other. 
Hmm, yeah, I mean I think it’s more about staying with the client’s experience 
whatever that is. If they call that spiritual I have no problem with that whatsoever, 
hmm and that’s the task to really stay with the client’s experience and try not to 
interpret that either from my own spiritual background or hopefully not too much 
theoretical framework which is full of assumptions and nonsense as well. Maybe I 
should just quit (laughed).
R: I think you’ve got a very interesting way of looking at the different types of 
therapies. I think it’s good to be open and sceptical about all.
I: (laughed) thanks for putting a positive spin on things.
R: I wonder how you found the questions I asked.
I: Hmm the questions were challenging. I think there’s something about it which ... 
which is hard for me, is putting things in kind of opposite camps and saying that 
maybe one challenges another. Because I kind of haven’t conceptualised things that 
way. I’ve kind of struggled to some degree cause I don’t see things so much in those 
kind of separated camps, spiritualness and something else. So I kind of struggled with 
that and I struggled when I read the paper and I thought goodness do I have spiritual 
experiences and what if I say no, that just makes me a dreadful dreary (laughed) 
trogledite (laughed), Neanderthal, maybe Neanderthals even had more spiritual 
experiences than I do. Surely I do but I don’t feel I come at it from that kind of 
background.
R: but, it’s it’s very useful to come to it from different backgrounds for me 
interviewing psychologists, it’s very interesting for me to hear more other views. So 
it’s been very useful.
I: Thank you. Hopefully you’ll find some more calm spiritual Zen like therapists 
which will therapies (laughed).
R: Well, thank you for your help.
I: No problem, good luck.
R: Thanks very much.
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QUALITATIVE RESEARCH 2
‘Towards a grounded theory of Spirituality and Cognitive- 
Behavioural Therapy: Client perspectives’
Abstract
Spirituality has been found to promote well-being. Recently, there has also been 
interest in the inclusion of spirituality into psychological therapy. However, no 
published research has focused on the inclusion of spirituality into Cognitive- 
Behavioural Therapy (CBT). This study aimed to extend a study with clinical and 
counselling psychologists, by exploring clients’ accounts of how their CBT therapists 
responded to issues of spirituality and to begin the process of generating a localised 
theory regarding the inclusion of spirituality in CBT. This information may be needed 
to increase our knowledge about therapeutic practice and training. Semi-structured 
interviews were carried out with seven spiritual/religious individuals who had CBT 
therapy at least six months before they were interviewed. Interviews focused on their 
spiritual/religious beliefs, what led them to have CBT, how they perceived their CBT 
therapist and whether their spirituality/religion was addressed in CBT. Grounded 
theory was used to inform the collection and the analysis of the data. Three main 
categories were identified in the data: ‘the struggle to define spirituality’, ‘the 
dilemma of including spirituality in CBT’ and ‘working with spirituality in CBT’. The 
implications of this study for therapeutic practice and training are discussed.
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Introduction
In the past fifteen years research has shown that there has been a growing interest in 
spirituality and religion (Gallup, 1994; Greeley, 1992; Miller & Thoresen, 1999; Prest, 
Russel, & D’Souza, 1999; Richards & Bergin, 2004). This interest is also reflected in 
the published literature on the topic of spirituality and therapy which includes 
numerous books (Bergin, 1980; King-Spooner & Newnes, 2001; Miller, 1999; 
Richards & Bergin, 2004; Swinton, 2001; West, 2000) and a multitude of articles 
(especially in the journals Counselling and Values and the American Psychologist and 
by the Mental Health Foundation).
Research has shown that spiritual values and behaviours can promote coping with 
physical and psychological difficulties, as well as healing and well-being (Koenig, 
1997; Pargament, 1997; West, 2000). Service users and individuals who are living 
successfully with mental health issues have also found ways in which spiritual activity 
can positively affect mental health and well being, mental illness and recovery (Barker 
& Buchanan-Barker, 2005; Nicholls, 2002; Wilding, May, & Muir-Cochrane, 2005). 
Nicholls (2002) found that some clients mentioned that their belief in God gave 
meaning and purpose to their life.
There has been a lot of interest in the integration of spirituality into psychological 
therapy (Clarkson, 2000; Helminiak, 2001; La Torre, 2002; Rowan, 1993; Welwood, 
2000; West, 2000; 2004). Moreover, several studies have found that clients emphasise 
the importance of spirituality in their lives and that they would like their spirituality to 
be included into psychotherapy (Miller & Thoresen, 1999). Religious/spiritual beliefs 
have been integrated with various therapies including CBT (for more details see 
Stamogiannou, 2006).
Despite this interest, the perception that spirituality is not relevant to therapy is still 
prominent, which has possibly led many therapists to avoid the subject (La Torre, 
2002; West 2000). There are several reasons why spiritual issues are not often 
addressed in therapy, such as the difficulties in defining and measuring spirituality 
(Clarkson, 2000; Suarez, 2002), the lack of knowledge and training in this area
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(Crossley & Salter, 2005, Stamogiannou 2006; Suarez, 2004) and the fact that some 
types of spirituality can be harmful, possibly by promoting guilt and excessive 
dependence (Hall, Dixon, & Mauzey, 2004; Pargament, Koenig, & Perez, 2000).
It is important to point out that in this paper the term ‘spirituality’ will be mainly used 
rather than the term ‘religion’ as spirituality can be seen as a more inclusive term that 
encompasses religion (Crossley & Salter, 2005; Suarez, 2005). Definitions of 
spirituality seem to incorporate common themes such as a transcendent relationship 
with God (Rowe, 2001; Swinton, 2001), meaning, purpose, value and hope (Frankl, 
1984; Swinton, 2001), connectedness (D’Souza & Rodrigo, 2004; 1994; Kabat-Zinn, 
1994) and mystical experiences (Miller & Thoresen, 1999). Others understand 
spirituality as a distinctive personally meaningful experience (Mack, 1994; Shafranske 
& Gorsuch, 1984). For a fuller discussion of definitions of spirituality please see 
Stamogiannou (2005) and Suarez (2002). In this study spirituality is seen as one’s 
personal beliefs and practices that lead to a transcendence from everyday reality 
(Spooner, 2001; West, 2001).
There are several qualitative studies that have investigated therapists’ beliefs about 
spirituality and its integration into therapy (Crossley & Salter, 2005; Stamogiannou, 
2006; Suarez, 2004). Stamogiannou (2006) carried out semi-structured interviews 
with eight clinical and counselling psychologists who worked individually in private 
practice, primarily from a CBT perspective. Interviews focused on definitions of 
spirituality, the integration of spirituality and therapy and the integration of spirituality 
and CBT. The sampling and analysis of the data followed a grounded theory 
approach. Three categories were identified in the data: ‘the struggle to define 
spirituality’, ‘the dilemma of integrating of spirituality into CBT’ and ‘working with 
spirituality in CBT’. This study was important because it pointed to implications for 
therapeutic practice, but it was limited by the fact that the researcher did not carry out 
grounded theory to the point of category saturation.
Another study, Suarez (2005), examined the experience of clients who had had 
spiritually integrated therapy and she extended the qualitative exploration of 
psychotherapists’ accounts of the integration of spirituality into psychotherapeutic
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practice. The results showed that three factors affected clients’ experiences of 
integrating spirituality and therapy: 1) contextual factors (therapeutic setting, clients’ 
personal spirituality and surrounding culture), 2) impact of integration (impact on 
clients and the therapeutic relationship) and 3) ideal integration (pitfalls, ways to 
mitigate pitfalls, role of therapist and qualities of therapists). Clients spoke about 
integration at a discursive level (discussing spirituality which involved using symbols 
and metaphors) and at an experiential level (therapists connecting to the spiritual 
realm for clients and therapists exploring clients’ spiritual experiences). They also 
mentioned that there was a border between spirituality and therapy which moved 
according to factors such as clients’ interest in and openness to spirituality, their 
comfort with bringing spirituality into therapy, their perception of where their 
therapist drew the boundary and how much the clients tested the boundaries. This 
study was valuable in that it could possibly influence training and therapeutic practice. 
However, most of the participants were White and were, or had been brought up as 
Christian. Thus, further research is needed to see how clients from different 
perspectives experience the integration of spirituality and therapy.
Other than the previous study, there appears to be limited research focusing on clients’ 
views of how their therapists have dealt with spiritual issues and none specifically on 
clients who had had CBT. Some clients may have spiritual views which are part of 
who they are and thus therapists’ understanding of their clients is not complete 
without acknowledging and exploring their clients’ spirituality (Fallot, 2001; Newnes, 
2001; West, 2000). Therefore, it appears necessary to explore the therapeutic 
experiences of spiritual individuals. CBT appears to be the favoured therapeutic 
method in the NHS (Kosviner, 1994). Some people who use the NHS services may be 
spiritual (Nicholls, 2002) and it is important to find out how they feel that their CBT 
therapists dealt with spiritual issues in order for CBT therapists to possibly alter their 
therapeutic practice. This topic is particularly relevant to counselling psychology as 
many counselling psychologists work with clients from a CBT approach. Moreover, 
their views regarding spirituality and religion may negatively influence clients 
because the practice of psychotherapy is not value free (Bergin, 1980). Finding out 
how spiritual people view CBT might also add to this area.
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The research question that this study tried to address was: How was client 
spirituality/religion addressed over the course of therapy? This research aimed to 
extend a previous study with clinical and counselling psychologists (Stamogiannou, 
2006), by exploring clients’ accounts of how their CBT therapists responded to issues 
of spirituality when these were raised in therapy and to carry on the process of 
generating a localised theory (through the systematic inspection of the data) regarding 
the inclusion of spirituality in CBT, using the grounded theory method (Pidgeon & 
Henwood, 1996). Grounded theory appears particularly applicable to this study as it is 
appropriate for exploratory research in areas in which theory is lacking, insufficient or 
inappropriate (Henwood & Pidgeon, 1992). This theory is needed as existing theory 
on how to address spirituality in CBT is incomplete. Moreover, this theory could 
explain whether and how spirituality can be addressed in CBT which could help CBT 
therapists.
Method
Participants
Initially, one of the study’s criteria was that the individuals who saw themselves as 
spiritual needed to have received one-to-one CBT more than six months before the 
interview (to give them enough time to gain clarity and reflect on the therapeutic 
process), either in private practice or in two NHS Trusts, in order for a range of 
clients’ beliefs and experiences to be heard. The researcher experienced a lot of 
difficulties in recruiting participants with these strict criteria. Therefore, she changed 
one of the criteria to individuals who saw themselves as spiritual and who had 
received CBT from any type of therapist who conducted formal CBT (e. g. clinical, 
counselling psychologist, psychiatrist). Participants needed to have an adequate level 
of spoken English and they also could not be in psychological distress.
Participants were recruited through advertisements (see Appendix E) that were e- 
mailed (see Appendix F for the default e-mail) to numerous Churches, Mosques, 
Synagogues, Sikh, Hindu, Buddhist centres and Quaker Meeting houses in Surrey and 
London. They were also e-mailed to the Surrey University Religious societies and to 
colleagues who might have been able to help with the recruitment of participants.
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Furthermore, the advertisements were e-mailed to self-help organisations and support 
groups: OCD-UK, No Panic and Mind. Finally, these were posted in public places in 
Surrey and London.
In line with the requirements of the method of data collection and analysis used in this 
study, a theoretical sampling approach was followed (Glaser & Strauss, 1967; Payne, 
2006, forthcoming). Theoretical sampling refers to the process of collection of data 
from a core sample of people. In this study six individuals who perceived themselves 
as spiritual were initially interviewed. Subsequently, the researcher engaged with 
theoretical sampling to start to develop the emerging theory. Thus, after the first six 
interviews had been conducted and the data had been considered, potential 
participants were sought who might extend the emerging analysis. These included: 
Muslim, Jewish, Sikh and 'spiritual' clients. The researcher was only able to recruit 
one client who considered himself spiritual and more specifically a Taoist. The 
researcher did not carry theoretical sampling to its conclusion because of time 
constraints.
The sample consisted of seven individuals who had CBT with at least one CBT 
therapist. Three participants had CBT with two different CBT therapists. Four 
participants described themselves as Christians (two attended Evangelical Churches, 
one an Orthodox Church and one Church of England), two as vaguely spiritual and 
one as a Taoist. They ranged in age from 29-59 years (mean of 43 years; standard 
deviation of 11.44). All the participants described their ethnicity as White. Three of 
the participants were women and four were men. Two participants had A’ Levels, two 
had degrees and three had post graduate degrees. Of the participants, two were 
psychology trainees, one was a research psychologist, one was unemployed, one was a 
volunteer, one was a teacher and one was a designer.
When the researcher was contacted by potential participants (via e-mail) they were 
sent the participant information sheet (see Appendix G). A week later the researcher 
carried out a screening procedure (see Appendix H) via the telephone to ensure that 
they met the study’s criteria and were sufficiently psychologically robust.
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Development o f  the interview schedule
A literature review on the compatibility of spirituality and CBT (Stamogiannou, 2005) 
and four qualitative projects (Crossley & Salter, 2005; Stamogiannou, 2006; Suarez, 
2004; 2005) helped the researcher to identify areas that needed to be investigated and 
it enabled her to develop a semi-structured interview schedule (see Appendix K). A 
semi-structured interview schedule was chosen as a guide to lead the discussion 
somewhat to topics that were discovered in previous research, without dictating the 
process (King, 1996). The researcher took care to attend to participants’ 
phenomenology by allowing the discussion to move to areas of the research topic that 
were of particular interest to them.
A pilot interview was carried out with an individual who saw himself as spiritual and 
who had had CBT about ten years ago. He thought that the advertisement for the 
project was too complex and thus the researcher simplified it. He thought that the 
questions were clear and sufficient. Consequently, as none of the questions were 
changed, the pilot interview was included in the analysis. The interview schedule was 
developed through the interview process as new areas of interest emerged (Burck, 
2005).
This research topic could possibly have caused distress to the participants as it focused 
on their experience of personal therapy. Therefore, at the start of the interview the 
researcher asked participants for the contact details of a professional who was 
supporting them. The idea was that if they became distressed the researcher would 
contact the professional to inform them of the situation (see Appendix L for the 
sample letter to a professional). The researcher would also recommend that the 
participants contact that professional for support. Only one of the participants seemed 
a bit anxious before and during the interview. The researcher spent some time 
exploring how she was feeling before, during and after the interview. She told the 
researcher that she felt okay after their discussion. The researcher utilised her 
counselling psychology skills throughout the interviews to try to help participants feel 
safe, listened to and accepted. A list of organisations that could support individuals 
(see Appendix M) had been compiled in the case that any of the participants became 
distressed (the need did not arise).
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Procedure
Ethical approval was obtained from a NHS research ethics committee (see Appendix 
A) and the Surrey University Ethics Committee (see Appendix D). Approval was also 
obtained from the Research and Development department of one NHS Trust (see 
Appendix B). Confirmation was obtained from the Research and Development 
Department of another NHS Trust that their approval was not required (see Appendix 
C).
Most interviews took place at the library of the University of Surrey, except one that 
was conducted at the participant’s home. On the day of the interview participants were 
given the opportunity to ask questions regarding the study and they completed two 
copies of the same consent form (see Appendix I; one for them and one for the 
researcher). They also filled in a demographics form (see Appendix J) before the 
interview commenced. The interviews were transcribed by the researcher (see 
Appendix N for an example of a transcript) and the personal details of the participants 
or of third parties were altered in order to preserve confidentiality. The transcript, 
consent form and tape have been kept in a locked cabinet. The tapes will be erased 
after the doctorate has been submitted.
Analytic approach
A grounded theory approach (Pidgeon & Henwood, 1996) was used to inform the 
analysis of the data. Grounded theory was designed to help researchers analyse 
qualitative data in order to come up with important themes from the transcripts. These 
would enable them produce ideas and a theory ‘grounded’ in the data (Burck, 2005; 
Glaser & Strauss, 1967). This approach was developed further by Charmaz (2006), 
Henwood and Pidgeon (1992) and Pidgeon and Henwood (1996). Grounded theory 
appears particularly applicable to this study as it is appropriate for exploratory 
research in areas in which theory is lacking, insufficient or inappropriate (Henwood & 
Pidgeon, 1992). It also allows the creation of new categories from the transcripts 
which requires the researcher’s interpretation (Pidgeon & Henwood, 1996). In this 
research Pidgeon and Kenwood’s (1996) grounded theory approach was followed
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because it requires the analysis to be grounded in the data and at the same time it takes 
into account the researcher’s interpretative framework (see the researcher’s personal 
reflections). This influence is an inevitable part of the interpretative process.
Each transcript was analysed by taking a unit of meaning (phrase, sentence or a 
section that is seen to illustrate one idea) which led to the development of a category 
that described it. These categories formed the indexing system, which grew by adding 
new data to existing categories. The category names were changed to take into 
account the new data. At the same time, the categories were constantly compared to 
look for similarities and differences between them (Glaser & Strauss, 1967). The 
constant comparison of categories led to the splitting and amalgamation of categories 
until there was a good ‘fit’ between the category names and the data. The categories 
were developed from the data, from the literature on the topic and from previous 
research (Crossley & Salter, 2005; Stamogiannou, 2006; Suarez, 2004; 2005).
The researcher also wrote theoretical memos to track any changes in category names, 
splitting or combination of categories, make links with existing research, make 
reflections about the emerging theory and validate the categories. Writing these 
memos helped the researcher develop the theory that described how all the categories 
were linked.
An important part of the grounded theory analysis is to write up definitions (a 
definition explains the variations of the data) of all the categories once they have 
become saturated (when no new examples emerge from the data). In this study, 
however, the researcher did not carry out grounded theory to the point of category 
saturation due to practical constraints. Thus, the categories were defined once the 
seven interviews were completed.
Evaluation o f study
The study was evaluated firstly by the degree to which the theory produced was 
grounded in the data and how closely it reflected participants’ own understanding 
(Elliott, Fischer, & Rennie, 1999). Grounded theory analysis requires the researcher to 
engage intensively with the data while analysing and writing it up. However, there
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may be some inevitable interpretation from the researcher. Therefore, the researcher 
reflected on the research process in order to become aware of her own values and 
assumptions (see the personal reflections) and to identify the effect it may have had on 
the analysis and write up of the data (Merrick, 1999). Another criterion of evaluation 
that was utilised was credibility checks. The analysis of the data was checked with 
another researcher and that feedback was incorporated in the data analysis. Moreover, 
supervision directed the interview process and the write up.
Analysis
Table 1 (see Appendix O) illustrates all the categories and sub-categories that were 
created from clients’ experiences of including spirituality in CBT. Figure 1 (see 
Appendix P) illustrates how the main categories and sub-categories (some of these are 
overlapping) from this study may be connected. The arrows linking categories and 
sub-categories demonstrate a directional link between them as reported by the 
participants. A connecting line suggests that the categories were seen by the 
participants to be associated.
In this section the data is described and analysed in order to give an account of clients’ 
experiences of CBT. Three main categories emerged from the data analysis. These 
were: 1) the struggle to define spirituality, 2) the dilemma of addressing spirituality in 
CBT and 3) working with spirituality in CBT. Extracts from participants’ transcripts 
will be presented in each category so readers can check how grounded the 
interpretations, that are presented, are in the data. Keys for each transcript are: ...: 
silence, (omission): text that is not relevant to the quotation, []: inaudible words, (): 
explanatory words; a direct quotation, *’: idiomatic speech; pseudonyms are used 
to protect the participants confidentiality.
The struggle to define spirituality
The theory (see Appendix P) that emerged from the data begun with this category. 
This category seems very important as the way clients (participants from this study)
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described their sense of spirituality reportedly affected their attitudes towards the 
inclusion of spirituality in CBT and whether spiritual issues were worked with.
The clients noted that spirituality was a complex issue and it was difficult to define. 
Current literature suggests that it is hard to define aspects of human experience that 
are fundamentally indefinable and that may ultimately lie beyond the grasp of 
language (Clarkson, 2000; Samuels, 1998; Swinton, 2001). As Peter pointed out "well 
hmm hmm it’s a complex thing to answer in a simple way". This category has been 
split into two sub-categories: 1) the range of spiritual concepts and 2) the overlap 
between spirituality and therapy.
Y) The range o f spiritual concepts
Half of the clients were very clear about their spirituality being connected with their 
Christianity and their relationship with God and Jesus. That is very much reflected in 
previous literature (Swinton, 2001). The rest of them noted that for them spirituality 
included the theme of connectedness (with themselves, nature and others) and the 
meaning they gave to their life and their experiences. The themes of meaning and 
connectedness have been documented in the literature (Frankl, 1984; Kabat-Zinn, 
1994, respectively).
2) The overlap between spirituality and therapy
A couple of clients felt that spirituality and therapy were related in some way as they 
felt that sometimes what they were doing in therapy could be seen as spiritual. Tom 
noted that:
(I expected that my spirituality would be) central (to therapy). T h e  sense of
spirituality is really nothing more than a belief system, (omission) I was always 
thinking right, what’s actually ... I’m going to go in here and Pm going to have a 
dialogue with another human being who is suppose to be an expert on 
psychology and reality and human performance, happiness and so forth. I'm 
going to hopefully arrive at an understanding that I didn’t have before that will 
... enable me to become functional and unblock some of my resistances to life
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itself basically, (omission) It was on, whether they knew it or not straight away 
it’s on the table. This is how I think; this is how I see the world.
It sounded like Tom thought that there was an overlap between spirituality and 
therapy because of the way he defined his spirituality (as a belief system).
The definitions of spirituality held by clients were reported to affect how they viewed 
their sessions and whether spirituality was included in them.
The dilemma of including spirituality in CBT
This category refers to whether clients felt that it was important for spiritual issues to 
be addressed in CBT. It has been split into five sub-categories: a) clients’ attitudes 
towards spirituality being addressed in CBT, b) the effect of psychologists’ spiritual 
beliefs and knowledge on the clients and the therapy, c) issues that may hinder the 
inclusion of spirituality in CBT, d) minimising those hindrances and e) client’s 
perception of their CBT therapist.
The category ‘the struggle to define spirituality’ is directly linked with this category 
‘the dilemma of including spirituality in CBT’ (refer to Table 1). Four of the clients 
thought that spiritual issues needed to be addressed in CBT.
a) Clients’ attitudes towards spirituality being addressed in CBT
Four clients mentioned that spiritual issues need to be taken into account in CBT as it 
is an important part of who they are. One of the clients noted:
In the same way that most of us have acknowledged that return to spirituality at 
certain times of crisis, perhaps CBT should be acknowledging that this is a 
phenomenon, this does happen and people do have this at certain times and this 
is one of those times that we should explore it because it could be therapeutic. 
(Paul)
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Paul felt that people at difficult times place a lot of importance on their sense of 
spirituality. Therefore, he believed that it needs to be acknowledged in CBT as it 
might help clients. Paul later went on to say:
I think if a therapist doesn’t understand the very rock upon some people can be
tenuously holding on to life  then they miss understanding a vital part of that
person’s existence and strengths that keep that person going, (omission). Had I 
not gone back to Church ... it’s entirely possible that I wouldn’t have survived 
this last year.
Paul noted that there were times he had thought of taking his life and his belief in God 
was what had stopped him. This illustrates the significance he attributed to his 
spirituality. He also possibly suggested that this is one of the reasons why 
acknowledging clients’ spirituality is so important and potentially therapeutic.
Three clients thought that their spirituality would not be explored in CBT for reasons 
such as the fact that they had compartmentalised spirituality from their other beliefs. 
They also thought that it was not the right place to talk about it:
I think that I didn’t have in my mind at the time it was connected that that’s the 
place where I will address spiritual issues. (John)
John felt that CBT was where his psychological issues would be addressed. He did not 
think that his sense of spirituality was related to them. It may be that the way he 
defined his spirituality (as a concept that was about connection, meaning and 
integrity) seemed to be unrelated to the difficulties that took him to CBT.
The following quotation illustrates why Jane felt that spirituality would not be 
explored in CBT:
Well ... I kind of thought that they would not count (spiritual issues), that they 
would not be appropriate ... to bring them up except tangentially (omission) well 
partly because of the psychoanalysis which I’d had which was extremely
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successful, absolutely brilliant and where it played absolutely no part whatsoever 
(omission) so I figured ... that... it can work perfectly well without it.
The fact that Jane had psychoanalysis which was successful and did not include her 
sense of spirituality at all appeared to have influenced her expectations of whether 
spirituality would be addressed in CBT. This experience led her to believe that it was 
not appropriate for spiritual issues to be included in CBT. This points out to the 
importance of finding out whether clients have had previous therapy and how that 
may have coloured their expectations of subsequent therapeutic experiences.
The clients who noted that spiritual issues need to be addressed in CBT were more 
likely to bring up their spirituality in sessions.
b) The effect o f  CBT therapists ’ spiritual beliefs and knowledge on the clients and the 
therapy
Most clients did not know their CBT therapist’s spiritual beliefs, however, that did not 
seem to affect most clients’ therapy negatively. Helen noted that:
I don’t think she is a Christian from some of the things that she said. I just got 
that impression that she didn’t know that much about Christianity but she is 
open to it.
It sounded as if the fact that Helen did not know her therapist’s spiritual beliefs did not 
affect her or the therapy negatively as her therapist was willing to explore them. Some 
clients did not mention this issue possibly because they did not feel that CBT was an 
appropriate place to bring up spiritual issues. Another participant, Paul, was 
disappointed by the fact that his CBT therapists (he had had two) did not disclose their 
own stance towards spirituality:
If they’d (his therapists) said okay well look I don’t believe, I’m a flat earth man 
myself, I don’t believe in Gods and all that kind of stuff. That’s fine I could have 
dealt with that. It’s far better ... to be in possession of all the facts and be able to 
make a decision based upon that rather than not know (omission) Armed with all
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of that knowledge you can make decisions (omission) without that knowledge 
you can’.
Paul noted that if he had known his CBT therapists’ spiritual beliefs he would have 
felt better informed and may have felt more comfortable to talk about his beliefs in 
more depth.
Mary was the only client who knew her CBT therapist was a Christian. She mentioned 
that she had wanted a Christian therapist possibly because her presenting issues (e. g. 
obsessional thoughts about Satan) were associated to her Christian beliefs. She noted 
that her therapist was comfortable with exploring her spiritual issues as she was a 
Christian.
Mary also noted that her therapist’s knowledge of Christianity had helped her:
She (her therapist) talked about the Mystics actually. She talked about Julian of 
Norwich hmm I can’t remember much about that but I know she did write some 
verses down for me (omission) from the Bible and hmm a friend of mine did 
them like laminated them and things and put them on my wall so that was 
helpful.
Mary felt that her therapist’s initiative of showing her verses from the Bible helped 
her in her everyday life as she saw them and was reminded of Bible wisdoms. 
Previous research has suggested that CBT therapists could work with people with 
religious beliefs by exploring clients’ spiritual beliefs and using their knowledge 
about those beliefs (Payne, Bergin, & Loftus, 1992; Propst, 1996; Richards & Bergin,
1997).
Two clients felt that CBT therapists’ beliefs may affect clients’ who are vulnerable. 
Jane suggested that:
It probably would be good if a therapist explored whether or not this could be 
helpful to the patient to take in this dimension as well. But you’d have to be
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awfully careful that it didn’t then degenerate into sort of Dogma and criticism 
and straight jacketing.
Jane seemed to be keen for therapists’ to discuss spiritual issues with clients; however, 
she appeared to be worried that therapists’ spiritual beliefs may lead to criticising 
clients. This concern about imposing thé therapists’ beliefs on the client and the 
therapy is underlined in the literature (Shafranske & Gorsuch, 1984; Tjeltveit, 1989; 
Williams & Irving, 2001).
The effect of CBT therapists’ spiritual beliefs and knowledge on the clients and the 
therapy appear to be directly linked to the hindrances to the inclusion of spirituality in 
CBT (see Appendix P).
c) Issues that may hinder the inclusion o f  spirituality in CBT
Clients mentioned several issues that may have hindered the incorporation of 
spirituality in CBT. Five of the clients noted that they felt the nature and philosophy of 
spirituality and CBT were very different. They suggested that CBT is mechanistic and 
logical, whereas spirituality is neither mechanistic nor logical. The following 
quotation summarises what most of them felt:
It’s illogical (spirituality) and CBT tends to be a logical approach. This is the 
problem (knocked on the wood), this is the tumour, this is whatever it is ... let’s 
direct, let’s get to it. And yes it is very mechanistic (omission) it’s very 
mechanistic. I was given a little tape recorder you know to take away and talk 
into and listen to and listen to and listen to and talk about the whole trauma and 
so on. A diary to fill in ... with my thoughts, my sleep patterns and so on those 
things (omission) It (CBT) is far more scientific but I don’t believe the brain is 
... or any consideration of the brain or the mind or the soul is divisible. (Paul)
Like many other participants in this study, Paul appeared to think that CBT was 
scientific (as it divides the brain, the mind and the soul) and not holistic. Possibly the 
medical context in which Paul and most of the other clients had had their CBT (the 
NHS) may have affected their sessions and their perception of them. The previous
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idea is supported in the literature (Fallot, 2001; Heelas & Kohn, 1996). That view 
appeared to affect whether spirituality was addressed in clients’ CBT.
Another issue that many clients felt possibly hindered the exploration of their sense of 
spirituality in CBT was the short-term aspect of CBT. As John pointed out:
I think, because it was also, both the short term issue, I think some time, at some 
point it felt that it was a quite busy schedule with the homework and coming 
back and focusing on these issues that it almost felt like there wasn’t that much 
space.
Therefore, John felt that there were many practical issues to deal with and no time for 
spiritual issues. This point had not been mentioned in previous studies, maybe because 
they did not focus on CBT.
d) Minimising the hindrances
Minimising the hindrances to the inclusion of spirituality in CBT would directly lead 
to the inclusion of spirituality in CBT (see Appendix P).
The clients mentioned that there are hindrances to the inclusion of spirituality in CBT, 
however, a few noted that some of them might be minimised. Two clients felt that 
CBT and Christianity were compatible to some degree because of the values that they 
promote and the fact that the Bible also refers to thoughts about themselves, God, 
behaviours and emotions. Helen commented that:
I think CBT does fit quite well with the Christian world view (omission) 
because the Bible makes links between our thoughts and our self, our selves and 
about God, how we feel, what we do. It really fits well with the CBT model. So 
I didn’t think there is anything in CBT that compromised my faith.
Therefore, Helen appeared to think that the assumptions underlying Christianity and 
CBT were similar. She told me about a Christian self-help approach to depression and
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anxiety written by psychiatrists (Williams, Richards, & Whitton, 2002). This book 
supports the compatibility of Christianity and CBT.
One participant felt that one way of decreasing the possibility that therapists’ spiritual 
beliefs could affect the client and therapy would be for therapists to explore spiritual 
issues from an ‘objective’ point of view:
I think if you could find a way, or if a way could be found for the therapist to do 
it not from a position of their own belief but from, almost if you like, an 
academic position in the sense of, this is an aspect of your personality, that is 
part of you and therefore it must be ... taken into account. That would be very 
good. (Jane)
Jane thought that one way CBT therapists could work with clients’ spiritual issues 
would be to explore them from an objective standpoint. This means that they would 
need to be aware of their views towards spirituality as their thinking might influence 
clients (Tjeltveit, 1989).
John also felt that therapists need to explore spiritual issues with their clients 
carefully. However, he felt that therapists need to disclose own viewpoint. He felt that 
was a better way of working with clients spiritual issues than to listen and then in a 
way ‘ignore’ the issues. He noted that:
It would be more relevant to gently explore that and to be able to put it to some 
kind of cooperative context in that the therapist can say I don’t believe but I’m 
prepared to accept it, in your and how can we use that to help this whole process 
rather than just to listen, shut the door or that and move on to the next topic, 
which is what seemed to happen.
This way of working that John was suggesting sounds perfectly plausible as CBT is a 
therapy which promotes transparency and openness with clients (Beck, 2004; Linehan, 
1993).
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Many of the clients felt that to decrease the possibility that therapists’ spiritual beliefs 
could affect the client and CBT it would be important for therapists to acknowledge 
clients’ spirituality. Paul suggested:
If they didn’t tell me what their beliefs are that’s okay as long as they had given 
the right emphasis on my beliefs (omission) and incorporated and understood, 
yes they understood the significance and the relevance of my beliefs and so they 
could understand that within the context we were trying to achieve.
Therefore, Paul and many of the clients thought that the acknowledgement of their 
spiritual beliefs would enable them to feel understood and heard.
e) Client’s perception o f their CBT therapist
This category had not been mentioned in previous research. All of the clients 
perceived at least one of their CBT therapists’ as warm and responsive which they 
reportedly appreciated as it helped them work with their presenting issues. Helen told 
me that:
She (her therapist) was very warm and she seemed genuinely warm to me and be 
interested in me. Hmm and she was very creative as well. Well nothing I kind of 
threw at her seemed to surprise her and she was always spontaneous and very 
creative and hard to predict.
It sounded like her therapist’s characteristics of warmth, creativity and spontaneity 
enabled the exploration of various issues with the use of creative tools.
One client, Peter perceived his CBT therapist as “cold and very formal” which 
appeared to be part of the reason why he did not bring up his spirituality in sessions. 
Paul’s therapist “was a little bit cool, a little bit stand offish” which he noted was the 
reason why it took him several sessions to talk about his spiritual issues. Moreover, 
she was “quite fixated on carrying out the CBT methodology” and kept on re­
orienting him back to their goal of therapy when he brought up spiritual issues. Thus,
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his spiritual beliefs were addressed but only to a certain extent. Another factor that 
might have affected this issue was his therapeutic contract that was only six sessions.
In Jane’s case although both of her CBT therapists were warm, kind and receptive she 
did not talk about her spirituality in therapy maybe because she wanted to work with 
her psychological and spiritual issues separately (see her quotation in the category 
‘clients’ attitudes towards spirituality being addressed in CBT’).
The clients’ perceptions of their therapist, in most cases, seemed to be associated with 
whether and how spiritual issues were worked through in therapy.
Working with spirituality in CBT
This category refers to how clients brought up spiritual issues and how they were 
addressed in sessions. In the theory that emerged (see Appendix P), the category ‘the 
dilemma of addressing spirituality in CBT’ led to the category ‘working with 
spirituality in CBT’ if participants felt that spiritual issues needed to be addressed in 
CBT. This current category has been split into two sub-categories: a) understanding 
and responding to spiritual issues and b) clients’ presenting issues.
a) Understanding and responding to spiritual issues
Three clients mentioned that their CBT therapists acknowledged and explored their 
sense of spirituality in their therapy. In some cases the clients’ presenting issues may 
have led to their inclusion into therapy.
The participants who talked about spiritual issues in their therapy felt that their CBT 
therapists were receptive and open to their sense of spirituality. For example Helen 
said that:
In the first session she asked me if I had any spiritual beliefs (omission) The 
way she reacted when I told her (my beliefs) was that she seemed pretty positive 
about it and really interested so I didn’t feel it was like a secret thing.
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It sounded like Helen felt that her therapist’s openness to her spiritual beliefs enabled 
her to feel more comfortable to talk about her sense of spirituality. Additionally, Peter 
felt that “clients’ spirituality could be incorporated in the psychology assessment”. 
Support for this issue comes from studies that have proposed that spiritual beliefs can 
be understood through direct assessment of those beliefs (Crossley & Salter, 2005; 
D'Souza & Rodrigo, 2005; Lawrence & Smith, 2004; Nicholls, 2002; Richards & 
Bergin, 2004).
Two clients, Mary and Helen, noted that their therapists suggested techniques from 
CBT, such as visualisations and affirmations in order to help them. The quotation 
from Mary that was mentioned earlier in the sub-theme, ‘the effect of CBT therapists’ 
spiritual beliefs and knowledge on the clients and the therapy’, illustrates this point 
well. Moreover, Helen said that:
Praying in the morning and then visualising I think God with me during the day. 
Actually visualising or meditating on stories from the Bible (omission) I 
remember talking to her about this painting of the prodigal son and so this is [] it 
is a painting from Rembrandt about the prodigal son and then I guess meditating 
on images of myself as the returning prodigal son and how and how that would 
make you feel better really. You can see God as a kind of loving Father who 
welcomes you back kind of gone off. (Helen)
Thus, Helen noted that one of the ways that her spirituality was addressed in CBT was 
through visualisation or meditation which she incorporated into her life. This was also 
suggested in previous research (Propst, 1996; Richards & Bergin, 1997). In addition, 
Helen proposed that she and her therapist explored what a painting with a Christian 
theme meant to her. This exploration appeared to enable Helen to re-connect with 
God.
One client, Tom noted that one of his CBT therapists challenged his thinking on 
several occasions as he felt that it was “magical thinking” (beliefs that appear to go 
against scientific laws of causality, such as beliefs in clairvoyance, spirit influences 
and telepathy; Chapman, Chapman, & Miller, 1982). Challenging unhelpful thinking
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plays a key role in CBT (Hawton, Salkovsikis, Kirk, & Clark, 1989; Wills & Sanders,
1998). Therefore, this appears to be an important area where spirituality can be 
incorporated in CBT. It was interesting that only Tom mentioned that his therapist 
challenged his ‘unhelpful’ beliefs as challenging these kinds of beliefs is very 
common in CBT. This could be explained by the fact that spiritual issues were 
addressed in the therapy of only three clients.
Of the clients who felt that their therapists did not explore their spirituality, Paul 
mentioned that his therapist had missed understanding the help his spirituality gave 
him. He noted that:
As if it was an area of assistance that was helping me that they were not 
understanding. It was as if the therapy was missing going down an avenue that 
really it should’ve gone down.
Paul sounded quite disappointed and saddened by the fact that his spiritual beliefs 
were not addressed in his sessions as he felt that his therapists overlooked an 
important part of his life.
b) Clients ’presenting issues
Clients’ most common presenting issues were depression, finding meaning from life, 
anxiety and obsessive compulsive disorder (OCD). One client was also seen for post- 
traumatic stress disorder (PTSD) and one for physical pain.
One of the clients, Mary, brought up her spiritual beliefs in her therapy as they 
appeared to be directly related to her presenting issue which was OCD (e. g. intrusive 
thoughts about the Devil). Peter suggested that his presenting issue of physical pain 
may have been one of the reasons why spirituality was not included in his CBT, 
because his pressing difficulties were physiological and not psychological.
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Overview
This study aimed to extend previous research with clinical and counselling - 
psychologists (Stamogiannou, 2006), by exploring clients’ accounts of how their CBT 
therapists responded to issues of spirituality when these were raised in therapy and to 
begin the process of generating a localised theory about the inclusion of spirituality in 
CBT.
It is important to point out that the theory that was developed from clients’ perspective 
was similar to that for psychologists (Stamogiannou, 2006). The clients added one 
sub-category to the theory that emerged from the psychologists’ data. This 
concordance appears to give credence to the emerging theory. However, there is a 
possibility that the theory that was created from the psychologists’ perspectives may 
have affected the interpretation of the clients’ data, even though the researcher 
grounded her categories in the data.
Through the analysis of the data from the clients, four categories emerged (Table 1). 
Figure 1 illustrates the connections between the main categories and sub-categories 
which demonstrates clients’ views of how spirituality can be included in CBT. Three 
of the main categories and sub-categories were discussed above (‘struggle to define 
spirituality’, ‘the dilemma of addressing spirituality in CBT’ and ‘working with 
spirituality in CBT’ -  see Appendix O and Appendix P).
Clients found it difficult to talk about their sense of spirituality or to define it. The 
literature suggests that therapists and psychologists also found it hard to define their 
spiritual beliefs (Stamogiannou, 2006; Suarez, 2005). The way they defined their 
sense of spirituality or defined spirituality in general was partly linked to the category 
‘the dilemma of addressing spirituality in CBT’. This was also the case for the 
psychologists in the previous study (Stamogiannou, 2006).
The dilemma of addressing spirituality in CBT was closely linked to working with 
spirituality in CBT. Some of the clients mentioned that they felt that spiritual issues 
need to be taken into account in CBT as it is an important part of who clients are.
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Three clients had not thought that spirituality would be explored in CBT because they 
saw spirituality and their other beliefs as separate entities. Clients who felt that 
spiritual issues needed to be addressed in CBT were more likely to have addressed 
spirituality in their sessions. Clients who did not think that their sense of spirituality 
was relevant to CBT were affected by some of the hindrances that were analysed 
above. Most of the psychologists from the previous study (Stamogiannou, 2006) noted 
that spiritual beliefs need to be acknowledged in CBT. These psychologists were more 
likely to have included spirituality in CBT than those did not believe spiritual issues 
need to be included. The effect of CBT therapists’ spiritual beliefs and knowledge on 
the clients and the therapy appeared to have a direct link to whether spiritual views 
were included in therapy. Furthermore, the clients’ perceptions of their therapist, in 
most cases, seemed to be associated with whether and how spiritual issues were 
explored in therapy. The sub-category ‘clients’ perceptions of their CBT therapists’ is 
an addition to the theory that emerged from the psychologists’ data.
A couple of the clients felt that the effect of CBT therapists’ spiritual beliefs and 
knowledge on the clients and the therapy was directly linked to the hindrances to the 
inclusion of spirituality in CBT. This view was also held by a couple of the 
participants from last year’s study. Most of the clients felt that the main issue that may 
have hindered the inclusion of spirituality in CBT was the different nature and 
philosophy of spirituality and CBT, as CBT is associated with rationale thinking, 
while spirituality is not. This is supported by previous results (Stamogiannou, 2006). A 
hindrance to the incorporation of spirituality in CBT, which was only identified by 
clients, was the short-term nature of CBT. This issue was not mentioned by last year’s 
participants because they worked in private practice where there are no time 
limitations.
Only three clients mentioned that their therapists acknowledged and explored their 
sense of spirituality in their therapy. Two of them noted that their therapists suggested 
techniques from CBT, such as visualisations and meditations on Bible verses (which 
has been underlined in the literature; Propst, 1996; Tan, 1996; Williams et al., 2002). 
However, all the psychologists talked about exploring clients’ spirituality to find out 
what it meant to them (Stamogiannou, 2006). The difference between the exploration
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of spiritual issues between the clients and psychologists may have depended on the 
relevance of clients’ presenting issues to their spiritual beliefs. Another way of 
working with spiritual issues that was mentioned by one client and all of the 
psychologists was challenging clients ‘unhelpful’ thoughts. This appears to be an 
important area where spirituality can be incorporated in CBT as it encourages the 
challenging of these thoughts (Hawton et al., 1989).
The theoretical aspects developed from the data are that the way that clients described 
their sense of spirituality reportedly affected whether they felt that spirituality could 
be addressed in CBT and whether spiritual issues could be worked with. The dilemma 
of integrating spirituality into CBT was mediated by clients’ attitudes towards 
spirituality being addressed in CBT, clients’ perception of their CBT therapists, the 
effect of CBT therapists’ spiritual beliefs and knowledge on the clients and the 
therapy, issues that may hinder the inclusion of spirituality in CBT and minimising 
those hindrances. The clients who felt that spiritual issues could be addressed in CBT 
and felt that those hindrances could be minimised, introduced their sense of 
spirituality in therapy and felt that it needed to be acknowledged and explored by their 
CBT therapist. The issues that were brought up were depression, finding meaning 
from life, anxiety, and obsessive compulsive disorder (OCD). One client was also 
seen for post-traumatic stress disorder (PTSD) and one for physical pain. However, 
the clients that did not think that spirituality could be addressed in therapy were 
affected by issues that hindered that inclusion (the view that the nature and philosophy 
of spirituality and CBT were very different, the short-term aspect of CBT and the fact 
that CBT therapists’ spiritual beliefs could affect the clients and the therapy).
This study has been important because it has pointed to possible implications for 
therapeutic practice and training. This study was limited by the fact that the researcher 
did not carry out grounded theory to the point of category saturation due to practical 
constraints. One of the criteria of the study (regarding the type of therapist clients 
saw) was different to last year’s study because of the initial paucity of responses to the 
advertisements. Although, this may have affected the data, that impact was minimised 
by the fact that the researcher made sure that clients had fairly standard CBT. The 
results of the study were interesting. Nevertheless, further research could include the
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views of individuals who consider themselves as Muslim, Sikh and Jewish in order to 
collect richer data and to extend the preliminary theory further.
Personal reflections
I really enjoyed the process of interviewing therapists last year but I felt that what was 
missing from the interviews and the theory that I started to develop were clients’ 
perspectives. Therefore, I decided to interview clients who considered themselves 
spiritual and who had had CBT. Moreover, I had worked with several clients who saw 
themselves as religious and had encountered difficulties in my work with them. Even 
though I had acknowledged and explored their religious beliefs I felt that it was 
difficult to know how to proceed from that point onwards. Therefore, I thought that 
exploring clients’ perspectives would also possibly help me in my own practice and 
hopefully provide valuable insight for other practitioners. In my personal therapy I 
found it important to share my spiritual beliefs with my psychodynamic therapist. I 
felt that at times she was critical of the fact that I meditated which made me more 
aware of how important it is to be aware of my own spirituality and be open to clients’ 
spiritual beliefs.
I spent several months preparing and applying for the NHS ethical approval. One of 
the things that I found most interesting about the process of receiving ethical approval 
was attending the ethics committee meeting where the committee reviewed my 
project. The meeting involved answering the questions of about thirteen professionals 
(psychotherapists, psychiatrists, nurses and pharmacists etc.) which was challenging 
and thought provoking. It was a very valuable experience which I felt gave me 
confidence in my abilities to ‘defend’ my project, in preparation for the final year 
Viva.
I encountered some difficulties during the process of applying for approval from the 
Research and Development Department of one of the NHS Trusts. I was trying to gain 
support for my project from a therapist in that Trust who was unsure whether my 
project would add any new valuable information to the current literature and whether 
it would be beneficial for the Trust’s service users. She appeared to blow out of
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proportion my query for support. I was taken aback by her response to my enquiry; 
nevertheless, I learned that all the professionals have their own perspectives and role 
to play in the whole research procedure. Consequently, in the future I would need to 
be aware of the perspectives of other professionals.
In the initial stages of the recruitment process I found that very few potential 
participants were responding to my advertisements. I was aware that I might 
encounter difficulties in recruiting participants as I was recruiting from the community 
and I was not providing them with any financial incentives. My recruitment 
difficulties ‘forced’ me to be more creative and resourceful with the process of 
recruitment. Thus, I researched for appropriate forums to advertise for my project. I 
really enjoyed that process and gained a lot of inspiration for my research and clinical 
work from reading through people’s experiences.
The most interesting part of the research was interviewing participants and hearing 
their perspectives. I felt that it was a real privilege to listen and try to understand their 
experiences of CBT. I felt particularly moved and excited by Helen’s experience as it 
coincided with my views of how spirituality/religion can be addressed in CBT. When 
I carried out the interview with Mary, I found that she became a little anxious. I tried 
to be as gentle as I could with my questions, but I was concerned that she may become 
distressed. As a result I felt that maybe I did not probe her enough in my effort to 
make her feel safe. Therefore, my own emotional response may have affected that 
interview.
During the analysis of the data I needed to be aware of my spiritual beliefs and my 
views about whether spiritual beliefs need to be addressed in CBT. I was brought up 
in an Orthodox Christian way but I have never considered myself religious. My sense 
of spirituality includes a personal relationship with God which I practice through 
prayer and meditation. I also feel that holding some values (e. g. courage, hope, 
creating meaning from experiences and love) enables me to move away from some of 
my everyday experiences and approach them from a different perspective. In my 
previous project (Stamogiannou, 2006) I detailed how my spiritual beliefs might have 
influenced the way I defined spirituality in the introduction, the questions I posed to
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participants and how I conceptualised it in the analysis. In this study I feel that I was 
able to bracket my own spiritual beliefs a little more and I made a concerted effort to 
stay close to participants’ phenomenology when analysing and writing up the data.
When I first started carrying out this study, my position on whether spirituality could 
be included in CBT was that if clients consider themselves spiritual, it is important to 
acknowledge and explore their beliefs and the effect of those views on clients’ lives as 
spirituality is part of who people are and what they believe. During the research 
process I realised that not all people who are spiritual/religious may want their beliefs 
to be included in CBT. This possibly means that therapists would need to stay close to 
each client’s phenomenology and pursue the exploration of their spiritual beliefs if it 
seemed appropriate. By identifying my own assumptions and values I tried to 
recognise any effect they may have had on the development of the categories and sub­
categories. My interpretative framework may have affected the write-up and theory as 
I emphasised how CBT therapists could work with spiritual beliefs in the theme 
‘working with spirituality in CBT’ instead of focusing on the difficulties in addressing 
spirituality in CBT.
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Appendix E: Advertisement
Volunteers needed
for a study
Religion/Spirituality and cognitive 
behaviour therapy
Do you consider yourself religious or spiritual and have 
you had cognitive behavioural therapy (CBT)?
You are invited to take part in a study to discuss your experiences of 
therapy. This will involve a one to one interview with me which will take 
about one hour.
If you take part, you will help us gain a better understanding of how 
people with religious/spiritual beliefs experience cognitive behavioural 
therapy which may enable us to improve services.
This research is part of my Doctoral course at University of Surrey. 
Confidentiality is guaranteed to all who take part.
If you would like to take part in the study or would like to find out more 
about it, please contact me, Iliana Stamogiannou by post at:
School of Human Sciences, Department of Psychology, University of 
Surrey, Guildford, Surrey GU2 7XH and email: psml is@surrev.ac.uk.
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Appendix F: Recruitment e-mail for the project
D ear...
My name is Iliana Stamogiannou and I am in the third year of a Counselling 
Psychology Doctorate at the University of Surrey.
As part of my course, I am carrying out a research project in which I am looking at 
how individuals with spiritual or religious beliefs experience Cognitive Behavioural 
Therapy.
As part of the data collection process I need to interview a number of volunteers. For 
this reason, I was wondering whether I could possibly advertise for participants either 
on an information board in your ... (e. g. Church, Mosque, Synagogue, Buddhist 
Centre).
I have attached the poster advertising my project for your information.
If you require any additional information please do not hesitate to contact me.
I would be very grateful if you could help me with my request or if you have any other 
suggestions about how I could advertise through your organisation.
Yours sincerely
Iliana Stamogiannou 
Counselling Psychologist in Training
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Appendix G: Participant information sheet
How do people with religious or spiritual beliefs experience cognitive 
behavioural therapy?’
My name is Iliana Stamogiannou and I am in the third year of a Counselling 
Psychology Doctorate at the University of Surrey. As part of my course I am looking 
at how individuals with spiritual or religious beliefs experience working in a 
Cognitive Behavioural Therapy approach.
Cognitive Behavioural Therapy involves exploring how people react to situations. The 
way they interpret them makes them feel and behave in a certain way and they 
experience particular physical sensations.
I want to interview people who are spiritual or religious and who have had Cognitive 
Behavioural Therapy. If you feel that you fit the above criteria I would like you to 
think about getting involved in it.
Summary of study
The aim of this project is to explore the ways in which spiritual/religious people 
experience cognitive behavioural therapy. I will also ask you some questions about 
your views of religion/spirituality.
The exploration of this area will hopefully help us understand how religious/spiritual 
concerns are dealt with in Cognitive Behavioural Therapy.
What the study involves
If you are interested in taking part you will need to contact the researcher by post or 
by e-mail first to see whether you can take part in the research. This will take about 10 
minutes.
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If we have agreed on your participation in this study I will ask you to take part in an 
interview with me which will take about 50 minutes and which will take place at a 
time and location that is suitable for you.
On the day of the interview I will give you this information sheet to keep. I will ask 
you to sign two consent forms and to complete a background information sheet. You 
could have someone with you at the interview if you would like to.
Each interview will be audio taped and then typed up by me. Direct quotations from 
the interviews will be used in the final paper but your name will not be identifiable.
I will change your name and any other personal information from any document about 
you so that you cannot be recognised from it. I will treat all data in accordance with 
the 1998 Data Protection Act. I will break confidentiality only if I feel that there is 
significant risk of harm to self or others. I will keep the transcript, consent form and 
tape in a locked cabinet and I will erase the tape after I have given in my doctorate 
(September 2007).
If you agree to take part in the interview you will be asked (on the day of the 
interview) to provide the researcher with the name and address of the professional 
who is supporting you who will be contacted in the case that you become distressed.
Additional information
It is up to you to decide whether or not to take part. If, at any stage you decide that 
you do not want to carry on with the study you may leave it without giving an 
explanation.
The information from the interviews I will write up and give in for my Doctoral 
course and also possibly for publication. If you like, you can receive a copy of the 
research after it has been given in (September 2007).
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Contact details
If you would like to find out more information about this study or would like to 
participate in it please contact me via the address above or via e-mail ( nsm iis@ surrev .ac.uk  J
Thank you for your time
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Appendix H: Screening procedure via the telephone
[...] Notes to myself
(I will offer to ring them back so they are not paying for the call)
This screening test will be carried out in conversational tone as it is not an interview. 
Introduction of myself and mv research
My name is Iliana Stamogiannou and I am a trainee Counselling Psychologist at the 
University of Surrey, conducting a research study which focuses on the cognitive 
behavioural therapy (CBT) experiences of people who are spiritual/religion. I would 
like to hear about your experiences of CBT.
What participation in the study will involve
You will need to be willing to attend an interview in the next x weeks that will last 
approximately an hour, although the length of the interview will really depend on how 
long you need.
Exclusion criteria
Unfortunately, I cannot involve individuals in the study who feel vulnerable and in 
crisis at the moment, who do not consider themselves as spiritual, who are in CBT at 
the moment or who finished it only six months before recruitment, who had CBT from 
a counsellor or a CBT therapist, who are vulnerable or in crisis at time of recruitment, 
who have not had NHS CBT at the NHS Trusts I am recruiting from, who might not 
adequately understand verbal explanations or written information given in English, or 
who have special communication needs. You do not need to tell me more about it if 
you are not comfortable with it but perhaps one of these criteria apply to you?
If they fulfil one of the exclusion criteria:
Unfortunately, I can not invite you to take part. Thank you very much for your time 
and interest. I am aware that you have taken the trouble to contact me and might feel
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disappointed not to be offered an opportunity to tell your story. Would you like me to 
give you some information on services that you can get in touch with? [It’s important 
not to rush this so that they do not feel brushed off].
If no
Just so we can make sure that this is the right thing for you to get involved with, do 
you mind if I ask you a few questions? Is this a good time for us to talk a bit? [If not 
arrange a time to call her back].
Questions
Maybe you can start off by telling me something about why you’ve responded to my 
advertisement?
Is there anything in particular you are hoping to get out of participating in this study? 
[Look out for signs of wanting therapy]
Research not therapy
It is very significant that you are clear that what I am inviting you to be involved in 
here is a piece of research and not therapy. That means that even though I will be 
taking care to ensure the well being of interviewees, I am not offering anything long­
term. Being interviewed might not be the right thing for you to get involved in at this 
time.
Do you have friends and other supportive people in your life that you feel comfortable 
talking to and asking for help from in times of need?
[Be cautious if the answer is no or there are covert signs that support is not adequate].
Could you talk to him/her/them after the interview if you needed to?
[Be careful if there is hesitancy, deliberation or the answer is no].
Are you in therapy or counselling at the moment?
If yes
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That is good as if you do take part you have somewhere to take any upsetting feelings 
that might be raised.
How do you feel about taking part in research like this?
Do you have any reservations or concerns?
The interview will be conducted sensitively and will be pretty flexible in terms of 
letting interviewees decide what and how much they want to say. I hope they might be 
of some benefit to those taking part. However, there is a possibility that talking about 
an experience like this could trigger unexpectedly powerful emotions. [How do they 
respond to that?]
If you did decide to take part and you became upset how would you like me to 
respond?
Concluding the call if the individual is deemed a suitable participant 
I will not be starting interviews for about another x weeks. However, I think it’s 
important that you have a few days to think about the things we have talked about just 
to make sure that you are comfortable with taking part or you may decide that you 
want to give it a miss. So if it is okay with you, can I give you a call in a few days?
Concluding the call if the individual is deemed an unsuitable participant 
Thank you very much for calling and for being interested. On reflection I am 
wondering if this might not really be the best thing for you to get involved in at the 
moment. I am aware that you have taken the trouble to contact me and may feel 
disappointed at not being offered an opportunity to tell your story. Would like me to 
give you some information on services they can get in touch with? [Take time over 
this so they do not feel rejected].
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Appendix I: Consent form
‘How do people with religious or spiritual beliefs experience cognitive 
behavioural therapy?’
Name o f  Researcher: Iliana Stamogiannou
Please tick box
1. I confirm that I have read and understood the information sheet 
sent to me for the above study and have had the opportunity to ask 
questions.
2. I understand that all personal information relating to participants ---------
are held and processed in the strictest confidence and in accordance
with the Data Protection Act (1998). I agree I will not seek to 
restrict the use of the results of the study on the understanding that 
my anonymity is preserved.
3. I agree to the researcher contacting the professional who is 
supporting me in the case that I became distressed. ---------
4. I understand that my participation is voluntary and that I am free 
to withdraw at any time, without giving any reason and without 
prejudice.
5. I can confirm that I have read and understood the above and 
freely consent to participating in this study. I have been given 
adequate time to consider my participation and agree to 
comply with the instructions.
Name o f Participant Date Signature
Name o f  Researcher Date Signature
Appendix J: Demographics questionnaire
Interview no : Date :
1. Age : ___________
2. Are you: Male
3. Current marital status: 
Single (never married) 
Married (first marriage) 
Re-married 
Separated
Divorced
Widowed
Other:
4. Ethnicity:
White British 
Irish
Female
□
□
□
□
□
□
□
□
□
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Any other White background (please write in):
White and Black Caribbean
White and Black African
White and Asian
□
Any other Mixed background (please write in):
Indian
Bagladeshi j j
□Pakistani
Any other Asian background (please write in):
Caribbean | |
African I I
Any other Black background (please write in):
Chinese □
Any other (please write in):
6. What is your highest education/professional qualification: 
None | |
GCSE(s) Q
A levels | |
Diploma (e. g. END) | |
Degree | |
Postgraduate degree I I
7. What is your occupation?
7. What is your religion?
None
Christian (including Church of 
denominations)
mgland, Catholic, Protestant and all other Christian
Buddhist □
223
Hindu | |
Jewish | |
Muslim I I
Sikh D
Any other religion (please write in):
How often do you attend a place of worship?
□None
Once a week
More than once a week
Once a month
□
Once a year
8. Current job title:
□
□
9. How long did you have CBT for?
10. What are your main reasons for seeking CBT?
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/
11. Where did you attend CBT?
NHS □
nPrivate 1— 1
nOther '— '
12. Contact details of the professional who is supporting you:
Name:_____________________________________________
Address:
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Appendix K: Interview schedule 
[...] notes to myself
To begin with I will introduce myself and the aims of the research project. I will 
go through confidentiality issues and answer any questions the interviewee may 
have. I will obtain informed consent for their participation in the study and ask the 
interviewee to fill in the demographics questionnaire.
1. Spirituality
- First of all, I will ask you some general questions about spirituality.
- So, to begin with, how would you define your own ‘spirituality’?
[Find out information about whether spirituality involves a connection to 
God or the Universe, or whether it’s connected to mystical experiences].
- Do you engage in what might be considered spiritual practices?
[e. g. praying, meditating, chanting, singing hymns; try to find out how 
important they are to them, how they affect their lives, how it has been 
helpful to them or difficult for them].
- Apart from the practices that you have talked about, have you had any 
experiences that you might see as spiritual?
[e. g. a sense of oneness with the universe, an out of body experience; try 
to obtain information about their frequency and the meaning ascribed to 
them].
2. Preliminary questions
- Could you give me a general idea of what led you to seek therapy?
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- Did you have a choice in which therapist/psychologist you saw?
- What were your first impressions of your psychologist?
[Get an understanding of whether and how they changed]
- Did you have any expectations or hopes about how important spirituality 
would be in your therapy?
3. Spiritual issues addressed in CBT
Did you bring up spiritual issues in your therapy?
If not,
Why not?
Was it something to do with your psychologist’s attitudes or stance in CBT?
If yes,
In which context were spiritual issues raised?
How did you raise these issues?
What kind of questions did you ask your therapist about spirituality?
How did your psychologist respond?
How comfortable did you feel your psychologist was when spiritual/religious 
issues were raised?
[What makes you say that?]]
How did you feel about your therapist’s responses?
What you think made you feel like that?
[If they indicate some level of dissatisfaction with their therapist’s response, ask 
them what kind of response, in retrospect, they would have preferred and why]
If your psychologist responded to your spiritual issues:
What effect do you think it had on you?
[On the therapeutic relationship, difficulties arising in therapy; how helpful was 
it?]
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How did your discussion on spirituality/religion unfold?
[Try to find out whether talking about these issues prompted more exploration or 
not; and whether there was any discussion about the quality of this exploration].
What were the advantages of your therapist addressing these issues in therapy? 
What were the disadvantages of your therapist addressing these issues in 
therapy?
4. Ending
• These are all the questions I have got. Would you like to add anything that 
I did not ask you about?
• How did you find the questions that I asked?
• Thank you for taking part in this interview.
5. General prompts for further information
Could you tell me a little more about that?
Could you explain that a little more just to make it clearer for me?
How did you feel about that?
Can you give me an example of that?
What makes you say that?
How helpful do you find that?
How do you make sense of that?
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Appendix L: Sample letter to a professional
Miss Iliana Stamogiannou 
Counselling Psychologist in Training 
School of Human Sciences 
Department of Psychology 
University of Surrey 
Guildford 
Surrey, GU2 7XH
Address of professional 
Date
Dear (name of professional)
My name is Iliana Stamogiannou and I am in the third year of a Counselling 
Psychology Doctorate at the University of Surrey. As part of my course I am carrying 
out a research study with the following title:
How do people with religious or spiritual beliefs experience cognitive behavioural 
therapy?
I would like to inform you that (name of participant) took part in an interview for the 
above study and he/she became distressed during the interview. I have recommended 
that he/she contacts you for support. I have also given him/her a list of charitable 
organisations that could provide her with support.
If you need any further information please do not hesitate to contact me.
Yours sincerely
Iliana Stamogiannou
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Appendix M: List of organisations that could support participants
If you experience any distress by participating in this interview and you feel that you 
need held please contact any of the following resources:
Your GP and ask to be referred to a local counsellor.
Samaritans
Address: Chris, PO Box 9090, Stirling FK8 2SA 
Tel: 08457 909090
Sane Line
Address: 1st Floor Cityside House, 40 Adler Street, London, El 1EE 
Tel: 0845 767 8000
- British Association for Counselling and Psychotherapy 
Address: 1 Regent’s Place, Rugby, Warwickshire, CV21 2PY 
Tel: 0870 443 5252
- UK Council for Psychotherapy
Address: 167-169 great Portland Street, London, W1W 5PF.
Tel: 020 70149955
- Westminster Pastoral Foundation for Counselling and Psychotherapy 
23 Kensington Square, London, W8 5HN (sliding scale of fees).
Tel: 020 7361 4800
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Appendix N : Sample interview
Keys: silence, []: inaudible word/s, (): non-verbal communication.
R: I wondered if you could tell me your sense of spirituality
I: Okay I’d described myself as a hmm Evangelical Bible believing Christian. Hmm
... do you want me to expand on that?
R: Yeah, just kind of what that means to you and how it affects your life.
I: Right okay. I believe th a t... my relationship with God should be the primary thing 
that hmm determines what I do in life. It’s not that that is always necessarily the case, 
but that is what I believe. Hmm, because I believe that God created me, that God 
designed me, that God is in control of the Universe, hmm and that hmm the main 
point of my life and everyone’s life is to sort of be in a right relationship with Him. 
And as a Christian I believe that that happened through Jesus who died on the Cross 
for my sins.
R: Hmm
I: Hmm so as I result I believe I should give my life to Jesus and try hmm ... to do his 
Will in my life. Not not that I’m always perfectly able to do that 
R: No one can do that 
I: but that’s what I try to do 
R: Hmm
I: and I’d say that. I think in a lo t ... a lot a lot of the time my Faith is more 
intellectual than it is kind of feeling in the sense th a t... I really believe that God is 
good in theory, that God loves me, that God is with me all the time. But I think a lot of 
the time in practice I don’t actually feel it 
R: Hmm 
I: so
R: So it’s more as you said intellectual maybe not 
I: Yeah
R: not heart felt 
I: Yeah yeah
R: Hmm. So it sounds like it effects your life quite a lot 
I: Yeah yeah
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R: in the sense you were kind of saying you feel hmm it’s the main meaning in your 
life, you are following 
I: Yeah
R: D
I: Yeah yeah
R: I wonder if you ... what kind of spiritual practices, religious practices do you 
engage in ... do you pray, go to Church
I: Yeah hmm I generally go to Church every Sunday, usually twice on a Sunday hmm 
and ... during the week I might go to a midweek Bible group with the people from 
Church. Hmm and also I read the Bible at home. Not every day ... but I do now read it 
quite often and try and read it every day but not always ... And also pray hmm 
although praying is something I find really difficult hmm 
R: Hmm
1:11 don’t tend to set a side time for praying although I know I should but I tend to 
hmm to pray spontaneously when I’m walking around 
R: Hmm
I: and doing stuff or when I’m lying in bed and I can’t sleep and stuff like that hmm 
R: It seems quite difficult. I wonder what you find difficult about praying.
I: I think it’s the sense of feeling quite distant from God 
R: hmm
I: and not being able to visualise who I’m praying to or feeling close to God 
R: Hmm
I: hmm and also probably a sense of kind of unworthiness of God ... which would 
R: Hmm
I: relate to depression
R: okay, as if you are not good enough
I: Yeah
R: to be [], that kind of thing 
I: Yeah 
R: hm
I: and also I read a lot of Christian books asw ell... I go to a prayer group at the 
University (laughed)
R: Hmm
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I: that sort of thing
R: so you do quite a lot of things in a sense. You go to Church 
I: Yeah
R: and you read quite 
I: Yeah
R: a lot on ... it’s very much part of your life. I wonder whether ... if you feel you’ve 
ever had any experiences that you might regard as spiritual 
I: I think I
R: religious or spiritual
I: hmm ... do you mean like visions and things like that
R: It could be like a vision hmmm hmm so people may have felt at one with God, 
some other people might feel that dreams might be 
I: Yeah okay
R: spiritual or religious experiences ...
I: Yeah I’ve had ... When you say sort o f ... I’ve never had any Visions or dreams but 
this experience of being close to God 
R: Hmm
I: I’ve never heard the voice of God but at moments when I’ve been praying when 
I’ve really felt God’s love and God’s acceptance of me. Hmm and I’ve also had kind 
of, not really visions but sometimes when, pictures. Hmm they are more in my mind. 
It’s not that I see them, like a vision but they have spoke to me at a time when I really 
needed it. I really one I had. I was feeling really depressed at the time hmm. I just had 
this sort of picture in my mind of myself like a child, being tucked up in bed 
R: Hmm
I: by God and he was stroking my hair.
R: Hmm
I: Kind of like a father figure. And another one ... it’s gone out of my head n o w ........
I remember once when I was on a train (laughed) and hmm it was going past. I could 
see Canary Warf in the background, the big tower and then I was getting really upset 
about, just thinking about the cha changes in the world and kind of how technology is 
taking over our lives and everything is becoming really sort o f ... impersonal and 
controlled by technology and it was just really getting to me 
R: Hmm
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I: and then I went [] Canary Warf, the epitomy of kind of Capitalist technology and 
stuff. I always find clouds behind it hmm. It was almost like God was saying to me ... 
there is this bit in the Bible, that talked about God coming in the sort of, writing on the 
clouds. And then you think that God comforted me in that moment of despair and the 
future of the world. Just things like that really.
R: Hmm that’s interesting 
I: Yeah
R: For you that kind of meant 
I: Yeah
R: You felt the connection with God 
I: Yeah 
R: at that time
I: I also think Art aswell. Hmm, I think God has really spoken to me through 
paintings.
R: Your own paintings
I: Not my own paintings, painting I’ve seen in galleries ... [] does that count as a 
spiritual experience? (laughed)
R: It depends on how you see it I support 
I: Yeah
R: In what way do you feel that he spoke to you through paintings 
I: There is one painting I saw, called, it’s called the awakening conscience by William 
Holman Hunt and hmm ... I just saw it in a gallery once. In the Tate, the Tate Britain. 
Yeah and it just struck me like it was speaking to me hmm. Cause at that point was a 
time when I wasn’t really following my Faith and this painting is about... It is a 
woman in it who is a prostitute [] and she sitting on this man’s knee who is her lover, 
it’s like a Victorian painting and you can see, there is a mirror on the wall behind and 
there is a sort of reflection of the garden and she is kind of startled and she is starting 
out of the chair, away from this man and it’s like her conscience has been awakened in 
a sort of better life. She was singing to God 
R: Hmm
I: It’s like God has kind of, calling her away, calling her back to himself. And and it 
really kind of struck me and I couldn’t stop thinking about. Eventually I started 
coming back and going to Church
234
R: Hmm so it was very important to you 
I: Yeah
R: and it prompted you to restart 
I: Yeah
R: the connection 
I: Yeah
R: Hmm veiy interesting. Hmm turning now to questions about... I wonder if you 
could tell me, give me a general idea about what led you to seek therapy, CBT.
I: Okay
R: without going into too much detail
I: yeah 11 was hmm feeling really depressed at the time and I had had depression 
before and I had ... actually all the counseling I had had before was Christian 
(laughed) and I hadn’t found it very helpful to be honest (laughed).
R: That’s interesting
I: and hmm I’d become quite depressed again and I thought I’d like to try CBT. I 
knew about CBT, I’d read a lot about it 
R: Hmm
I: You know research has shown that it’s effective
R: Hmm and did you have a ... I suppose you’ve kind of answered that, did you have 
a choice in which therapist’s you saw ... you said you chose to go to a CBT therapist. 
I wondered whether you had a choice in the service you went to, if there were several 
therapists or you were just assigned to someone
I: I was just assigned to somebody. Hmm But then I did ask for CBT when I saw her 
R: Right And she was a psychologists.
I: She was a training psychologist.
R: Right 
I: Yeah
R: I wonder what your first impressions were of her, is that right?
I: Yeah it was a female. Hmm ... she had really interesting hair (laughed). It was like 
died red hair with sort of ringlet curls (laughed)
R: Oh brilliant
I: Quite striking, yeah hmm ... I suppose that she was quite young, a similar age to 
me.
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R: Hmm
I : ..........seemed quite competent, to know what she was doing.............
R: I wonder if there are impressions of your psychologist changed at all during 
therapy. In the sense of [] competent. I wonder if there was anything else that struck 
you when you first met her, first started working with her that might have changed.
I: Do you mean during the first session?
R: Hmm first impressions. So your first impressions were of her being quite
competent
I: Yeah
R: and a lot of other things aswell. And I wonder whether that changed through the 
therapy.
I: Right, okay
R: In the sense that there might have been other things like, she ... someone might 
think she seemed very warm 
I: Yeah
R: comforting or whatever and she didn’t later. Hmm
I: Yeah. Hmm my impression of her as competent never changed hmm. I think you 
know I realised more things about her as the therapy went on. Yeah she was very 
warm and she seemed gen genuinely warm to me and be interested in me. Hmm and 
she was very creative aswell. Well nothing I kind of through as her seemed to surprise 
her and she was always spontaneous and very creative and hard to predict.
R: Hmm creative in an artistic way? Or 
I: Hmm in that 
R: in what she used.
I: In the way she did CBT. It wasn’t just kind of. It didn’t seem formulaic to me. It 
seemed like she would sort of. It wasn’t just going through thought records and 
planning behavioural experiments and that it was she came up with things I had not 
heard of or seen before. Hmm she seemed to she seemed to be making it up (laughed) 
but it was following CBT framework.
R: Hmm
I: we were testing out thoughts 
R: Hmm
I: and that sort of thing
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R: It sounds like you quite liked that []
I: Yeah yeah
R: I wonder if you had any expectations or hop hopes about the importance of 
spirituality would be in therapy or your 
I: hmm yeah whether it was included 
R: Yeah whether you wanted it to be included 
I: Yeah
R: or you kind of hmm had ideas about what you wanted to ask or how 
I: Yeah
R: you would bring it up
I: I don’t think I’d really ... thought about it. And one of the things that prompted me 
to have CBT was actually. I’d read this book. I brought it to show you. I don’t know 
whether you’ve ever seen this book. It’s Christian CBT book 
R: [] No I haven’t actually 
I: it a book with integrates 
R: Aha
I: It’s written by a psychiatrist. I think he’s written a secular book about overcoming 
depression or something. This integrates CBT principles with Biblical 
R: Hmm
I: principles and I think ... I read this at a time when I was feeling quite depressed and 
... it it kind o f ... encouraged me that it’s not wrong to seek secular kind of help.
R: Hmm
I: with problems. Because I’d always felt that a bit before actually going I went to a 
Christian counsellor hmm and
R: I remember you said you felt to had to go to a Christian Counsellor and I wonder 
what made you feel that you should do that?
I: Yeah, I think it’s because the feeling that, some of the underlying assumptions are 
secular, with secular models of therapy might be anti-Christian. And th a t... perhaps 
... a lot of my problems I see them as spiritual. And I would not be able to discuss 
them with a non Christian Therapist.
R: Hmm
I: or that they would perhaps ... pathologies them or ... they wouldn’t have the 
answer as they wouldn’t share my faith so ...
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R: Hmm
I: whereas I see some of the answers as spiritual.
R: Hmm
I: So I read this book and it hmm I can’t remember the question, what was the first 
question (laughed)?
R: Hmm ... w hat... if you made any expectations yes
I: Yeah hmm ... so yeah, what this book made me think about was th a t... hmm ... 
not all problems have to be spiritual at least in the sense that if you are depressed it 
could be due to hmm ... kind of like a faulty thinking 
R: Hmm
I: but it doesn’t necessarily have to have a spiritual flavour to it or a spiritual cause. It 
could a purely sort of practical matter. Cognitive behavioural therapy can be a useful 
sort of practical way of dealing with negative thoughts. You don’t have to spiritualise 
everything.
R: Hmm
I: So and and God can work through that.
R: Hmm
I: So that’s why I sort of thought I’d rather have CBT.
R: Hmm
I: Hmm and and therapists actually in the first session she asked me if I had any 
spiritual beliefs.
R: Hmm
I: and I was surprised because I don’t think I expected her to ask that.
R: Hmm
I: and also I think my expectation was that if I went to see CBT a secular therapist 11 
was strong enough in my Faith to bring it up and I wouldn’t let them influence me 
against it.
R: Hmm 
I: So I felt okay 
R: Hmm
I: about doing that
R: Hmm yes so you were comfortable 
I :Yeah
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R: and kind of thought 
I: Yeah
R: it’s not going to be an issue 
I: Yeah
R: hmm and you were saying that you surprised when she asked you 
I: Yes
R: Where you surprised pleased or surprised kind o f ...
I: pleased 
R: Hmm 
I: Yeah yeah
R: and I wonder how things went after that? In the sense that she asked you about 
your spirituality. Did you bring up issues specific to your spiritual beliefs hmm with 
her?
I: H m m  I I  don’t think we generally talked quite a lot a first. We just did hmm
... thought records and and ... [] and behavioural experiments and that sort of thing. 
Hmm I was looking back through the thought records that I did and then ... I’ve got to 
find them ... (looking through papers). I think, at the start putting spiritual things into 
it them hmm ... see if I can find them (looking through papers) ... hmm ...
R: and you started putting spiritual things in them 
I: Yeah
R: in the sense of hmm your thoughts about God or
I: Yeah it’s ... Under the alternative perspectives I used my Faith. Hmm to kind of 
think more positively about things. Hmm this is an example of one here. I can’t even 
remember this incident 
R: (laughed)
I: but walking to a friend’s house for dinner and really nervous and scared thinking I 
don’t want to go out, I want to get out of it etc, she’ll think badly of me, I’ll say all the 
wrong things, I’m a failure etc. And then under the alternative perspectives one of the 
things I’ve written is God have made you of value to himself and others, you are not a 
failure. So I used my Faith to kind of balance the self 
R: Hmm
I: critical thoughts. Hmm I don’t think I did it that much ...
R: for that particular incident
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I: Yes
R: Do you recall how it kind of made you feel? In the sense, did it less depressed or 
whatever that feeling was
R: Yeah. Well I put I believe it 80%. And then I know there are some scared feelings 
if you go down a little bit, not that much but a little bit.
R: So it had some difference 
I: Yeah 
R: Yeah
I: Yeah so I did a few like that, (looking though papers)
R: that’s interesting yeah. And that was something that you brought in to the therapy.
I: She was quite open to that. I actually showed her this book. She wrote down the title 
of it. She was really interested in the book.
R: Yeah. I think it’s great to actually ... that you did bring it 
I: Yeah
R: It sounds like you felt quite comfortable to talk about your Faith 
I Yeah
R: and in a sense it didn’t come up that much 
I: No
R: but it came up a bit.
I: Yeah
R: sort of with the thought diaries ...
I: []
R: What I was wondering was what the effects of her asking you actually in the
assessment
I: Yeah
R: especially [] to make you more comfortable. I mean you said you said you felt 
surprised and pleased. Whether you would have felt as comfortable talking to her if 
she hadn’t asked you.
I: Possibly not because the way she reacted when I told her was that she seemed pretty 
positive about it and really interested so I didn’t feel it was like a secret thing hmm I 
was scared to bring up in case she thought oh no not some Christian nutter 
R: Hmm
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I: Hmm because I have seen I’ve actually seen another secular counsellor to hmm I 
don’t think she brought it up, I don’t think she asked me but she she kind of was 
trying to argue with me about my Faith a bit and you know said it really needed to be 
challenged and shacken up 
R: Hmm
I: and it kind of really annoyed me (laughed) so 
R: Hmm that was a very different experience 
I: Yeah
R: you had with her. It annoyed you and the 
I: It annoyed me
R: the the the therapy in a sense was not helpful 
I: I mean
R: I mean cause I suppose you might have fruitful discussions with somebody but it 
doesn’t sound quite like
I: It I suppose it put me on the defensive. In the sense that I felt she was attacking 
something that was important to me 
R: Hmm
I: without really understanding it
R: Hmm and I wonder whether ... given these two different kind of therapists. If you 
knew anything about their religious/spiritual beliefs, or if that came up at all,
I: No
R: did it made any difference?
I: The CBT one I don’t know anything about and ... the other one no I don’t know.
R: Hmm It sounded, even though you didn’t know. I mean for you you went to a 
secular therapist you didn’t go to [].
I: Yeah
R: It sounds like the fact that the first one was more inviting 
I: Yeah, yeah
R: made you feel more comfortable and you brought it up []. But with the other one, I 
don’t know what type of therapy it was. It sounds like it was more open ended open 
therapy, non-directive and the fact that she was sort of arguing not agreeing, sounds 
like it wasn’t 
I: Yeah
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R: even though you don’t know her 
I: Yeah
R: her background, spiritual. Do you feel that your sense of spirituality came up in any 
other way, with this particular CBT therapist?
I: Yeah hmm ... I can’t ... I’m just trying to think.
R: Hmm take your time ... you might have asked her any questions about it or 
I: Hmm I remember talking about different. I’m sure I put this in the thought diaries 
somewhere ... hmm (looking through papers). I remember I was talking about the 
value of prayer and meditation using imagery which as you know is a feature if CBT. 
R: Absolutely
I: So I remember talking to her about what would be help helpful to me and one of
them was you know in the morning making time to ... think, to pray and to read the
Bible to actually use imagery about God and about his view of me hmm to sort of
make myself feel better. So hmm
R: Was that your idea? It sounds like it was
I: Yeah it was my idea but she was quite open to it.
R: Hmm great
I: I can’t remember the context whether we were talking about actually I could use my 
Faith to help me. Hmm but it’s things like ... praying in the morning and then 
visualizing I think God with me during the day. Actually visualizing 
R: Hmm
I: Or meditating on stories from the Bible like that’s another thing I want to show you 
(laughed) I remember talking to her about this painting of the prodigal son and so this 
is [] it is a painting from Rembrandt about the prodigal son and then I guess 
meditating on images of myself as the 
R: Hmm
I: returning prodigal son and how and how that would make you feel better really.
You can see God as a kind of loving Father who welcomes you back kind of gone off 
and done all sorts of things and stuff.
R: Hmm
I: We talked about using imagery,
R: Hmm
I: Biblical imagery
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R: Hmm 
I: hmm
R: and that is very much 
I: Yeah yeah
R: you know, you can do that in CBT 
I: Yeah, yeah
R: cause you are using imagery, yeah so and it sounds like did you take the book in?
I: I took in the postcard in to show her (laughed), no cause I used to carry it around 
with me anyway so I happen to have it with me and actually she found it really 
interesting, yeah so.
R: So you brought up these things you found comfortable 
I: Yeah
R: to talk about them and it sounds like you started implement them more in your life 
I: Yeah
R: to feel [] or was it something you were doing before?
I: It was something I was doing but I think. I suppose the fact that she validated it was 
encouraging really 
R: Hmm
I: Hmm although I don’t do it as much as I should actually (laughed). I do it more 
now, I think
R: Hmm but it feels very much like something you were doing and it sounds like you 
kind of [] and explored 
I: yeah
R: and felt she was interested kind of 
I: Yeah
R: and that seems to be something you kind of implemented hmm at the time while 
you were doing therapy. Hmm and you were doing it a bit before 
I Yeah
R: but you were doing more of or at the time 
I: I can’t really remember 
R: Yeah
I: Yeah (laughed)
R: It was something you talked about with her and it was important to you.
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I: Yeah
R: Hmm that’s very interesting. I’m glad she was open to that 
I: Yeah 
R: Hmm
I: I vaguely remember as well. I don’t think I’m making this up but talking to her 
about how ... hmm ... (my mobile phone started ringing)
R: Sorry about that
I: and yeah talking to her about how my image kind of God or how I thought God 
viewed me could be changed by depression. So if you are depressed you think oh they 
are against me they are all against me and they all hate me and you can kind of think 
the same about God 11 vaguely remember talking to her about that. I might be 
imagining it. And that might be how all this Christian stuff came up actually 
R: Hmm 
I: Hmm yeah
R: Yeah so sort of thinking negatively 
I: Yeah
R: and kind of hmm 
I: Kind of 
R: generalising it
I: and you kind of doing CBT to deal with those thoughts aswell.
R: Yeah that’s pretty relevant actually. Hmm very much and can be related to it [] 
aswell. So 
I: Yeah
R: Okay ... it sounds like it was very much a part of you therapy actually 
I: Yeah
R: How many sessions did you have?
I: About 16 I think
R: H m m ...............I did actually hmm ... [] what your therapist kind of responded to
your scripture []
I: Yeah
R: What effect do you think it had on you? Hmm it sounds like it made you feel more 
comfortable.
I: Yeah
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R: Do you feel it affected you in any other way?
I : ........................I think it was a good example to me I suppose to be a therapist
myself.
R: Hmm
I: and ... about how it is possible to integrate kind of ones spiritual beliefs into therapy
in a very natural and in a very accepting 
R: Hmm 
I: way.
R: Hmm and you don’t actually know whether she had a spiritual belief or not.
I: I don’t think she is a Christian from some of the things that she said. I just got that 
impression that she didn’t know that much about Christianity but she is open to it.
R: Hmm 
I: an d ........
R: and hmm I don’t know if any kind of difficulties came up in therapy hmm and I 
wonder if they did hmm, without going into too many details, do you feel that the fact 
that spirituality was explored and hmm validated that it actually had an effect or not?
I : ...............I don’t think there were any difficulties. H m m ...............I can’t think of
anything to be honest.
R: That’s good (we both laughed) ... and it sounds like it was explored and you felt 
validated. It sounds like it hmm strengthened your therapeutic relationship 
I: Hmm
R: in some way.
I: Hmm
R: What are your views on that? Do you feel kind of made you feel more connected or 
to feel more accepted? How does that sound?
I: Definitely, I think because one of the reasons that I feel depressed was probably due 
to being, to have a feel to have acceptance from people. Say if I’d gone to a therapist 
who’d a problem with me being a Christian then I’d felt that I constantly had to justify 
it
R: Hmm
I: and defend it I think I felt I’d become more acceptable, that this therapist for so 
(emphasized) she was so interested in it and so accepting and so willing to integrate it 
hmm ... it was ... I suppose evidence in favour of the fact that actually I’m not
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R: everybody is
I: Fm not an awful person (laughed) you know 
R: Hmm
I: it’s okay to be a Christian and and ... I think it definitely helped me the therapeutic 
relationship.
R: Hmm yeah, so it sounds like it strengthened it 
I: Yeah
R: to feel more accepted for who you are and for what your beliefs 
I: Yeah
R: That’s great. Hmm I’ve just got a couple of questions to finish off. Hmm, what do 
you think were sort of the advantages or spirituality being part of you therapy? We 
kind of covered it a little bit
I: Yeah, I think ... hmm it’s not something I can compartmentalise 
R: Yeah
I: It it it is a part of my life. H m m  so ... I think an approach that would try and
ignore it wouldn’t really work. Hmm and I do I do conceive peo people as being 
primarily spiritual. I think my views on all these things might have changed more 
since I’ve actually had the therapy. In that I see problems as being a lot more spiritual 
now than I used to.
R: Hmm is that since you finished therapy?
I: Yeah
R: hmm ... are you saying that you see things as more spiritual?
I: Hmm
R: [] do you mean kind of existential?
I: Hmm I think ... I was quite influenced by this book at the time 
R: hmm
I: which does seem to rather ... It’s written by a psychiatrist and it does seem to rather 
portray depression as something that you get, like it’s an illness. Which is ... I do 
think that there is a spiritual element of depression. That it’s not just something you 
get. That there is an element of responsibility involved in it.
R: Hmm 
I: Hmm
R: so there is something you can do about it
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I: Yeah. Hmm I’ve forgotten what I wanted to say now (laughed). You were talking 
about the advantages.
R: Yeah I was thinking in terms o f ...
I: Hmm I just think I wouldn’t I wouldn’t have gone to someone who was against my 
Faith (laughed), just wouldn’t have gone to the treatment if that was the case. Hmm 
R: Maybe you wouldn’t have stayed in it in the sense that
I: Yeah if I felt my therapist wanted me to do things that were compromising to my 
Beliefs hmm 11 couldn’t of done it. I think CBT does fit quite well with the Christian 
world view. And this book explains it really well. Because the Bible makes links 
between ... our thoughts and our self, our selves and about God, how we feel, what 
we do. It really fits well with the CBT model. So I didn’t think there is anything in 
CBT that compromised 
R: Hmm
I: my Faith. Whereas I think that some other models could be like, ... Systemic 
doesn’t believe in Truth, etc. So 
R: Yeah so it’s got different philosophical grounds 
I: Yeah yeah
R: So it’s interesting, you are kind of drawing parallels between the Bible, the word of 
God in a sense and kind of CBT.
I: Yeah
R: So it sounds comparable, practical.
I: Yeah
R: and one more question. Hmm I was just interested in [] you had some counseling 
before, some Christian Counselling hmm this is CBT and you said it wasn’t really that 
helpful.
I: Yeah
R: I wonder if you could pinpoint what wasn’t helpful with that? Hmm maybe the 
difference was that
I: One of the Christian counsellors. I just didn’t like them. She irritated me (laughed) 
R: Hmm
I: I just didn’t warm to her. Hmm I can’t really remember anything about it. So 
obviously it wasn’t helpful.
R: But it’s interesting your saying you know that you didn’t warm to her.
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I: Yeah
R: It might just have been about the person 
I: Yeah
R: not about the therapy she was doing
I: and then the other one I saw hmm ... it’s helpful to some extent. It it was person- 
centred counselling and she just didn’t ask me any questions 
R: Hmm
I: and it really annoyed me (laughed). Eventually I had to say to her can you ask me 
about this and can you ask me about that and and then it started getting better.
Because I just felt like I couldn’t open up because she expected me to just sit there and 
talk.
R: Hmm
I: I think perhaps the structured nature of CBT at the time I had it it was helpful.
R: Hmm
I: Because she asked me questions. She made me write thought down whereas this 
woman just sat there and never said anything.
R: Hmm so yeah it’s to do with the approach aswell 
I: Hmm
R: In the sense that 
I: Yeah
R: maybe at the time maybe you needed more structure 
I: Yeah
R: instead of expecting it to come from you.
I: Yeah. So even those were both Christian and I used to talk about my Faith. The 
approach they used were not Christian, they were just separate approaches. There was 
nothing inherently spiritual 
R: Hmm
I: about what they were doing.
R: That’s very interesting 
I: Yeah
R: you are saying that the structured approach of CBT was helpful and the fact that 
you know, you could write down whatever thoughts, you could talk about your 
spiritual beliefs was helpful.
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I: Hmm
R: cause there is a belief within certain therapy circles, hmm, CBT cause is so 
structured, in a sense it’s not open to spiritual or religious issues. I’m very pleased to 
hear that your belief is and that’s my belief aswell.
I: I’ve just remembered actually. At the end of the CBT, hmm we talked about 
whether I needed to on from some further therapy. And she, the therapist thought that 
I actually needed to go to more unstructured therapy just to explore. And we talked 
about me going to this Christian counselling service and she was quite open to that 
aswell.
R: Hmm just sort of referring you on
I: Yeah and then I did go to one and it turned out to be really unhelpful (laughed).
R: It wasn’t really ...
I: No
R: Hmm but the fact that she was kind of open to your Faith and she sort of referred 
you on 
I: Yeah
R: hmm it sounds like it helped you in yourself 
I: Yeah
R: and also helped you in your kind of [] in therapy and how you can integrate it 
I: Yeah
R: and use it as a therapist yourself. These are all the questions I have. Hmm I 
wondered if you wanted to add anything I didn’t ask about or any issues you wanted 
to bring up (laughed)
I: H m m ............. Yeah, there was one thing I was thinking about. I was thinking about
what I might say before you came, hmm was that if I’m training to be a psychologist 
R: Hmm
I: I’m also going to be working within a non-Christian setting, working in the NHS.
So one of the reasons I went to CBT because I thought, how can I train to work as a 
secular therapist if I’m not prepared to have secular therapy myself.
R: Hmm 
I: So
R: you wanted to try it out 
I: Yeah
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R: and see how that would go.
I: Yeah
R: Hmm and it sounds like that experience ... Did it help in your decision 
I: Yeah, it did make me feel more positive about it.
R: Hmm 
I: Yeah
R: Anything else?
I : ..........There were lots of things I was thinking about before you came. H m m ,........
...............No I can’t think of anything.
R: It’s fine. Hmm it’s such a big topic actually we could go on for a long time. I 
wonder how you found the questions I asked, whether you felt I needed to ask 
something differently or 
I: Hmm
R: or ask other questions
I: I did understand them hmm ... It might be useful to ask how CBT, like the model 
about how the assumptions of the model kind of fits with the persons spiritual beliefs. 
R: That would be quite interesting to ask hmm
I: Cause the assumptions of the model kind of fits quite well with the person’s 
spiritual beliefs. It would be interesting to ask 
R: That’s interesting, so kind of
I: They seem to fit quite well with Christianity. I don’t know about other religions.
R: That’s interesting. So kind of the underlying sort of beliefs of it 
I: Yeah. Cause that was quite important to me, thinking about it now. Thinking about 
hmm what sort of therapy I’d have and that’s why I went for CBT at the time because 
I felt like i t ... best fitted with my Faith. Although, I don’t think CBT is the answer to 
everything and I think it would irritate me now but I think at the time it was helpful. 
Yeah
R: Yeah and you were saying assumptions of the model and you mentioned kind of 
the idea that CBT looks at thoughts, beliefs. Is that what you mean?
I: Yeah
R: assumptions yeah
I: I suppose like I said about assumptions of other models might not fit well with 
Christianity, like systemic theory (laughed)
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R: There is no, there’s no truth there.
I: Yeah
R: Whereas CBT theory 
I: Yeah
R: does look for a truth. I hadn’t thought about it.
I: Yeah
R: Hmm it’s very interesting, yeah. That’s great, thank you very much 
I: (laughed loudly)
R: It’s really really interesting.
Appendix O: Table 1: Clients’ experiences of the inclusion of 
spirituality in CBT: Summary of all the categories and sub-categories 
from the analysis.
The struggle to define spirituality
The range o f  spiritual concepts The overlap between spirituality and therapy.
The dilemma of addressing spirituality in CBT
Clients' The effect o f Issues that Possibly Clients’ Clients’ Therapeutic
attitudes psychologists’ may hinder minimising perception characteristics setting
towards spiritual the those o f
spirituality beliefs and inclusion hindrances therapist.
being knowledge on o f
addressed in the clients and spirituality
CBT the therapy in CBT
Working with spirituality in CBT
Understanding and 
responding to spiritual 
issues
Clients’ presenting Effects o f  spiritual Effects o f  spiritual
issues explorations on therapy explorations on clients
Working with spirituality in other therapies
No difference between integration o f  spirituality Spirituality is incompatible with any therapy 
into CBT or into other therapies
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